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SIDE from the suggestion of an internal 
secretion which acts in the control of 
nitrogenous metabolism, the sole function 

of the kidneys is the secretion of the urine. 
Pouring the complete evidence of their activity 
directly into the external world, an exceptional 
opportunity is given for the study of this evidence 
and thus to estimate the secretory activity of 
these organs. With the exception of hippuric 
acid, all substances excreted by the kidneys are 
brought to them preformed in the blood. The 
composition of the urine shows the complexity 
of these substances. Urinary analysis, although 
developed to a very high degree, can furnish very 
little information concerning renal function and 
the actual retention of these complex waste 
products in the body. Even extensive metabolic 
studies, which are only exceptionally applicable, 
have failed to furnish the needed information. 
This has led to the experimental and clinical 
development of other more purely functional 
tests of renal activity and renal efficiency. 

We have a very vague understanding of what 
is meant by secretory activity. Neither of the 
two theories of urinary secretion! that have been 
proposed is conclusive or complete. We know 
that marked disturbances in function are not 
necessarily associated with anatomic changes. 
They may precede the onset of demonstrable 
lesions, as in toxic nephritis, and our present 
methods of study are inadequate for the actual 

1For discussion of literature on theories of urinary secretion, see 


Magnus, Miinchen. med. Wehnschr., 1906, xxviii, xxix; also Otto Cohn- 
heim, Zeitr. f. Physiol. Chem., 1912, ¢xxx, i, 95. 
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demonstration of these changes in biochemica 
activity. On the other hand, demonstrable 
anatomic changes in structure do not necessarily 
mean changes in function. The remarkable 
reserve power of the kidney with its potentiality 
to regenerate or to undergo compensatory hyper- 
trophy often prevents any change in function even 
with the development of a diffuse anatomical 
lesion; therefore, it is not possible to correlate 
function with structural changes, and functional 
studies have only an empirical value. The failure 
of the kidneys to excrete phthalein indicates 
severe renal disease because experience shows 
this to be the case. It does not tell us the cause 
of this failure, whether due to some particular 
form of glomerular or tubular nephritis, to 
polycystic kidneys, or to multiple renal calculi, 
all of which conditions may be functionally 
identical. 

Functional tests are robbed of most of their 
value in the study of medical diseases by this 
lack of correlation between function and struc- 
ture. In surgical conditions other methods of 
study, such as the X-ray, ureteral catheteriza- 
tion, collargol skiagraphy, etc., make up for this 
deficiency, and their use in renal diagnosis and in 
the estimation of surgical risk has come to be 
absolutely indispensable to the surgeon. The 
value of functional studies in medicine was 
exhaustively discussed a year ago (Christian, 
Janeway, and Rowntree) at the Congress of 
American Physicians and Surgeons. It is pro- 
posed, in the present review, to confine the con- 
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sideration of these tests to the more brilliant and 
definite surgical standpoint. The same tests 
are applicable in both divisions; no separation of 
medical functional tests and surgical functional 
tests can be made, but the relative significance 
of each test, all of which parallel each other, 
is important. 

Part I 


CRITICAL REVIEW OF TESTS 


Inactivity on the part of the kidneys to pour 
into the urine substances brought to them in the 
blood is determined by examining the blood and 
the urine for these substances, and the many 
methods for making these tests fall into one of 
two groups according to which fluid is examined: 
(1) tests of retention (blood), and (2) tests of 
excretion (urine). These two groups are not 
distinct, as some substances, urea, for example, 
are measured in both the urine and the blood 
and the relative differences of retention and 
excretion taken as an indication of renal activity; 
or these differences may be aggravated by the 
purposeful introduction of a known amount 
(urea) into the circulation. Again, the test for 
hippuric acid in the urine differs from all the 
others in that this substance is formed in the 
kidney itself and indicates glandular activity. 

The various methods may be classified, and will 
be individually considered in the following order: 


I. Tests of Retention. 
1. Nitrogen and Urea. 
Urine (tests of excretion). 
Blood (tests of retention). 
Urine and blood, ureosecretory index (Ambard’s constant). 
2. Chlorides; urine, blood, and hemorenal index. 
3. Acidosis. 
4. Cryoscopy; urine, blood, and hemorenal index. 
5. Electrical conductivity; urine, blood, and hemorenal index. 
6. Wright’s excretory quotient. 
7. Urinary toxicity. 
8. Indican in the blood. 
II. Tests of Excretion. 
9. Polyuria test. 
10. Diastase. 
11. Phloridzin. 
12. Potassium iodide. 
13. Lactose. 
14. Salicylic acid. 
15. Benzoic acid (hippuric acid). 
16. Additional substances. 
17. Dye stuffs: 
Rosanilin. 
Fuchsin. 
Trypanblau. 
Fluorescein. 
Methylene blue. 
Indigo-carmin. 
Phenolsulphonephthalein. 


SS 


TESTS OF RETENTION 


Nitrogen and urea. Practically all of the waste 
products of protein metabolism are eliminated 
by the kidneys! and the greater part of this is in 


1 Nitrogen of the urine exists as urea nitrogen, 87.5 per cent; ammo- 
nia nitrogen, 4.3 per cent; creatinin nitrogen, 3.6 per cent and purin 
nitrogen, uric acid, xanthin and hypoxanthin. ‘There is a small amount 
of unknown nitrogen, oxyproteic acids, polypeptids, etc. (Folin). Nitro- 
gen of the blood exists clinically as non-protein nitrogen, 100 per cent, 
of which urea nitrogen forms about 60 per cent; ammonia nitrogen and 
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the form of urea. This urea and the allied nitro- 
genous substances are not formed in the kidneys, 
but are brought to them in the blood for elimina- 
tion. The nitrogenous constituents of the urine, 
other than urea and uric acid, are little affected 
by the diet. Urea varies almost directly with the 
food protein, which is probably converted during 
digestion into ammonia and amino-acids and 
then changed by the liver into urea, which is 
carried by the blood to the kidneys and excreted 
without entering into tissue formation at all 
(Folin). Uric acid is variable with the amount of 
such foods as liver, sweetbread, brain, etc., and 
uric acid and urea do not run parallel in either the 
urine or blood. This would suggest that the 
estimation of other more constant substances 
(creatinin) would be a better indication of kidney 
function were it not for the fact of their small 
amount and that they are evidences for the most 
part of special metabolism and subject to related 
variations. It will be seen that very extensive 
studies are needed in order to connote these 
various nitrogenous constituents of the blood and 
urine and to determine the significance of various 
related changes in their retention and excretion 
in disease. Diet, disturbances in physiologically 
related organs, and influences of special forms of 
metabolism have an important and, as yet, little 
understood, bearing. 

Methods of estimation. Studies in nitrogen 
retention have been handicapped by the want 
of a simple clinical method of estimation. The 
earlier methods for the urine (Kejldahl, Folin, 
Moerner-Sjoeqvist, Benidict) were too compli- 
cated and gave way in clinical work to the rapid 
sodium hypobromite method. This method has 
been repeatedly shown to be most inaccurate. 
The hypobromite deteriorates rapidly, attacks 
other nitrogenous bodies and only about go per 
cent of urea is broken up by it (Agnew). Marshall 
found variations of from 10 per cent to 60 per 
cent in the common method of Doremus. Ron- 
chése’s modification is less inaccurate, maximum 
variation 6.5 per cent (Weill). The hypobromite 
method introduced as early as 1872 by Yvon, has 
been modified for clinical blood work by Widal 
and Javal, and still further controlled for tempera- 
ture and barometric pressure, as advised by 
Ambard and Hallion, is in almost universal use 
in France. Its reliability has never been thor- 
oughly checked by comparison with known 
scientifically accurate methods. For scientific 


uric acid nitrogen are also measurable. The urea of the blood arises 
chiefly by the dehydration of ammonia salts and the diamidization of 
monoamino-acids (glycocoll, leucin) in the liver, and from a further 
conversion by a special uricolytic ferment of uric acid about one-half of 
which = changed to urea. Muscle metabolism particularly influences 
uric acid. 
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estimations of nitrogen, investigators have used 
the complicated Kejldahl method. Recently, 
1912, Folin and Denis have introduced accurate 
and simple methods, and Marshall, 1913, without 
sacrifice of accuracy, has simplified still more urea 
determinations in both the urine and blood. 
Nitrogenous bodies in the urine. Urea and 
related bodies have been thought to be excreted 
by the tubules. Recently, Folin, Karsner, and 
Denis have shown that additional involvement of 
the glomeruli is extremely important in leading 
to retention. (Uranium with injury of tubules 
[and glomeruli] gave marked accumulation; 
chromium with tubular injury, only moderate 
accumulation; and cantharidin with glomerular 
{and tubular] injury, marked retention.) Many 
(Albarran, Legueu, Pirondini, and others) have 
noted that the urea excretion is influenced by 
water output although urea may be retained in 
the blood without corresponding blood dilution 
permeating the tissues, cells, and fluids of the 
body in almost equal concentration. Boyd and 
Murphy found an almost constant relation 
between the amount of water ingested and the 
amount of urea excreted—the more water, the 
more urea. The maximum concentration of 
urea in the urine is about 53 grams per liter 
(Weill). A case of oliguria may have nitrogen 
retention because of insufficient fluid for excretion. 


The old clinical method of the 24-hour estima- 
tion of urea has little value from a functional 
viewpoint. However, repeated low urea findings, 
the diet being known, have considerable signifi- 


cance. According to the physiologic law of Voit, 
the body in health maintains a state of nitrogen 
equilibrium; that is, the nitrogen ingested is 
returned in exact amount in the excretion prod- 
ucts. Kornblum gave this principal clinical 
application in 1892 in an effort to determine the 
extent of retention in disease, since it was found 
that here the nitrogen of ingestion and excretion 
were variably unequal. The method is laborious 
(Kejldahl) and only exceptionally applicable, and 
has been found by Fleischer, von Noorden, Prior, 
and others to be often unintelligible, inasmuch as 
whatever form of nephropathy may be present, 
the nitrogen excreted may be capriciously equal, 
less or greater than that ingested. Cathelin 
considers total nitrogen determinations in the 
urine as valueless. Kornblum, von Noorden, and 
Ritter have shown that with an increase in the 
protein diet, the urinary urea of a_nephritic 
increases much less rapidly during the next few 
days than in a normal individual, and the same 
result is obtained with Achard and Poisseau’s 
alimentary urea test. The same finding may 
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also obtain in a patient with cardiopathy or 
cirrhosis, not from renal insufficiency, but because 
with the existing oliguria (600 to 800 ccm.), the 
maximum concentration of urea in the urine is 
already reached and the extra amount cannot 
be excreted readily. 

Value with ureteral catheterization. Each kid- 
ney receives the same amount of urea in the blood 
for excretion. The factors that influence the 
changes in blood urea, therefore, are unimportant 
in estimating the relative capacity of each kidney 
toward this equal supply. The kidney that 
secretes less urea than its fellow is functionally 
deficient. The estimation may be made accord- 
ing to the relative concentration of urea on the 
two sides or according to the total output of urea 
for the period of collection. Inasmuch as certain 
factors modify the value of each method, they are 
best used together. Of the two, the total estima- 
tion is of more value (Barringer, Keyes) than 
that of concentration. The factors influencing 
each are: leakage around the catheter, unilateral 
or unequal stimulation of function (polyuria), 
and unilateral or unequal inhibition of function. 
Where the collection is incomplete because of 
leakage, the total urea estimations are clearly 
valueless, but the urea per cent would not be 
affected. Where there has been inhibition or 
stimulation of function, the interpretation of urea 
values is more difficult. The two kidneys do not 
do an equal amount of work continuously even in 
health. They have asynchronous periods of 
rest or increased activity which are aggravated 
frequently by the trauma of catheterization. 
These differences in work are equalized in the 
long run (8 to ro hours [Albarran]), but in the 
short periods of observation necessary with 
ureteral catheterization, these differences may 
be considerable. The differences in work concern 
mainly the excretion of water, which markedly 
changes the urea per cent. Polyuria gives a low 
urea per cent and an increase in the total urea 
output, but this increase is slight. Inhibition of 
function on the other hand shows an increased 
concentration (up to 50 gms. per liter), but the 
work as well as water is inhibited and the total 
urea output is diminished and this diminution 
may be large. Disease tends to diminish both the 
urea concentration and the urea output and a 
careful intrepretation of the influence of leakage, 
inhibition, etc., is obvious. Pirondini, following 
the lead of Achard and Poisseau, has attempted 
to enhance urea values by giving the patient 
10 to 20 grams of urea in 350 to 500 ccm. of water, 
the so-called ‘experimental azoturia’’ test. 
According to its author, this test gives a more 


468 


constant and complete understanding of the 
potential power of the kidney inasmuch as it 
exaggerates the static differences and is probably 
more dependent upon functional conditions than 
simple polyuria. The extra urea may be given 
intravenously for ureteral catheterization studies. 

Nitrogenous bodies in the blood. As early as 
1829, Bostock noticed an increase in the amount 
of the urea in the blood of certain albuminurics. 
Richard Bright and others soon confirmed the 
finding. Piorry later (1847) introduced the term 
“uremia,” which was immediately adopted by 
clinicians to mean an intoxication of the organism 
by urea. It was soon shown, however, that 
urea injected experimentally, unless in very 
large amounts, caused no symptoms, and many 
cases of uremia and advanced nephritis were 
found to occur without any increase of the urea 
of the blood. Strauss, in 1902, attempted to 
correlate definite types of nephritis with nitrogen 
retention; and ever since 1903, Widal and his 
associates have continually emphasized the 
significance of urea retention, although exaggerat- 
ing its importance by a too schematic classifica- 
tion (azotémie, chlorurémie, hypertension vas- 
culaire). 

It is fairly well established that urea and non- 
protein nitrogen run about parallel, while uric 
acid may show unrelated variations and not go 
hand in hand with urea. Up to the present, most 
clinical work has been done with reference to 
urea, the nitrogen of which forms about 60 per 
cent of the total non-protein nitrogen. It is 
customary to consider the urea content of the 
blood as a whole without reference to its atomic 
nitrogen. The normal limits of blood urea have 
been found to vary between 1oo and 550 mgm. 
per liter (Widal, Folin, Geraghty, Weill, etc.), 
total non-protein nitrogen, 50 to 330 mgm. per 
liter (Folin and Denis). Ovsiannikova found a 
mortality of 18 per cent in 11 patients with 
chronic nephritis whose blood urea was below 
500 mgm. per liter. A mortality of 18 per cent in 
27 cases with from 0.5 to 1 gm.; of 58 per cent in 
12 patients with from 1 to 2 gm., and of 85 per 
cent in a fourth group of 7 cases with from 2 to 
5 grams of urea to a liter of blood. The normal 
limit for urea retention has been arbitrarily placed 
at near half a gram per liter (Farr and Austin, 
0.43 gm., Widal, Weill, Vallery and Radot, 0.5 
gm., Geraghty and Rowntree, 0.55 gm.) and it is 
considered that so long as blood urea is below 0. 55 
gm. per liter there can be no nitrogen retention. 
When between this and 1 gram it may mean either 
a temporary or progressive azotemia, and the prog- 
nosis will depend upon the findings of subsequent 
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and repeated examinations. Widal considers a 
case with this amount of retention as favorable, 
but when the urea rises to between 1 and 2 grams 
per liter the prognosis becomes grave and such a 
case has been found (Widal) to rarely survive a 
year, and when‘ between 2 and 3 grams the out- 
look is still more serious. A retention of over 3 
grams indicates impending uremia and, almost 
invariably, a fatal outcome in a very short time. 
Folin and Denis consider a high retention a 
safe indication of impending uremia. Farr and 
Austin found practically no retention in chronic 
nephritis with oedema and albuminuria, but other 
cases with hypertension always showed a figure 
between o.4 and 1.8 gm. for non-protein nitro- 
gen. Cardiovascular cases with renal congestion, 
but without renal disease, gave no evidence oi 
retention. Uremic states were invariably asso- 
ciated with retention, but no relationship could be 
established between the degree of increase and the 
tendency to uremia. These general findings have 
been repeatedly confirmed. 

Ureosecretory constant. In only the more ac- 
vanced cases of renal insufficiency does nitrogen 
retention occur, and variations below these higher 
figures have practically no significance. In order 
to understand the functional capacity in cases 
without retention, comparative studies of the 
blood and urine have been advocated, particularly 
by the French. These studies because of the 
variations in each from time to time must be 
contemporaneous. Certain laws govern the 
interrelationship of the two (Ambard). 

t. When the kidney excretes a urine of a 
constant concentration its urea output varies as 
the square of the concentration of urea in the 
blood. The concentration of urine-urea is ex- 
pressed in grams per liter (C). The urea output 
represents the number of grams of urea excreted 
in the observed time corrected for the theoretica! 
volume in 24 hours (V). The corrected volume 
(V) times the urea concentration (C) gives the 
urea output (D). The concentration of the urea 
of the blood (Ur) is also expressed in grams per 
liter. Therefore, provided the urine has a con- 
stant concentration the blood-urea divided }\ 
the square root of the urea output is a constant. 


U 
(K)  (K equals 


2. When a urine of variable concentration is 
excreted and the urea concentration of the blood 
is constant the urea output will be inversely pro- 
portional to the square root of the concentration 
of the urea in the urine. To test this law an 
arbitrary urea output is calculated for an ar 
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bitrary concentration of 25 grams per liter (Ds5) 
from this equation: 


Dos _ vc or D2; equals — 
D V25 
which leads up to the third law: 

3. When the concentration of the urea in the 
blood and in the urine are both variable the urea 
output varies in direct proportion to the square 
of the concentration of the urea in the blood and 
in inverse proportion to the square root of the 
concentration of the urea in the urine. Thus,— 
Ur, 

Das 


D times ¥' Cc 
5 


K equals rK = 


Ur 
D times V¥ c° 


5 
The original formula of Ambard corrected the 
patient’s body weight for an arbitrary weight 
of 70 kg. on the supposition that a large man 
would have correspondingly large kidneys. 
Legueu and recent workers with the “constant”’ 
consider this correction unnecessary. 

Great accuracy is necessary in the urine collec- 
tions, the time measurements, and the urea 
determinations. The loss of a few ccm., an 
error of a few minutes in the collection, or a 
difference of only 1 mg. in the urea estimation 
vitiates the result markedly. For these reasons 
the method is valueless (Legueu) in comparative 
studies with ureteral catheters (leakage, inhibi- 
tion, stimulation). For the estimation of total 
function, however, a host of French workers 
hold the method in great esteem as furnishing 
the “balance of precision” in conjunction with 
blood urea. Recently Widal, Weill and Radot 
(July, 1914), after a comparative study of blood 
urea, Ambard’s constant, and the phthalein test, 
found all three tests ran remarkably parallel, 
rising and falling together both in normal and 
nephritic patients. They confirm the precision 
of each test, but, because of this parallelism, favor 
the choice of the simplest technqiue, which is 
that of phthalein, and they remark in addition 
that phthalein is free from many errors to which 
the others are liable. 

The normal constant varies between 0.06 and 
0.08. Weill has found that ordinary polyuria, 
oliguria, changes in diet, variations in chlorides, 
and different positions do not affect the constant. 
Fever, diabetes, anemia, and hydropigenous 
nephritis may lower the constant. A high con- 
stant, the technique being accurate, invariably 
means renal insufficiency. 

Example of estimation of constant of Ambard in case 
two days after nephrectomy for tuberculosis. Urea 


determinations by Marshall method. Duration of urine 
collection, 1 hour. (The second hour collection for a 
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phthalein test was used.)=52 ccm. V=52X24=1248 
ccm. Urea per cent =23. per liter. Urea output=1248 
X 23% =28.70(D). Corrected for concentration of 25% 


w= 28. 23- 28.70% 24.10. Blood taken 20 min. 
5 


after onset = .498 gram, urea per liter. 

Ur. 

Ds V24.10 4-9 


Phthalein test (taken at same time) appeared: ten min., 
ist hour 32%; 2d hour 12%. 


Chlorides. The chief inorganic salts of the 
urine are the chorides, phosphates and sulphates 
of the alkalies, and alkaline earths. They gain 
entrance to the blood partly from the salts 
ingested with the food and in part from destruc- 
tive metabolism, and are excreted by the kidneys 
in amounts to maintain a balance of neutrality 
between the acids and bases in the blood, lymph, 
and body tissues. Of these salts, sodium chloride 
occurs in the largest quantities (average, 15 
gms. per day). The management of chlorides 
by the body is intimately associated with the 
water intake and output. In hydremia, salts 
are retained in order to maintain the normal 
equilibrium and this hydremia decreases or 
increases with salt excretion or salt retention. 
The increase in blood volume with salt retention 
necessarily raises the blood-pressure and this 
hypertension, as a rule, persists until the excess 
of salt is eliminated. 

The place of excretion of chlorides in the kid- 
ney is a matter of some dispute. Schlayer, von 
Monakow, and others consider the tubules as 
the active part, while experiments by Underhill, 
Wells, and Goldschmidt tend to show that under 
normal conditions water and salts are passed 
through the glomeruli and their output controlled 
by the concentrating power of the tubules. Fitz 
distinguishes two types of abnormal salt reaction. 
In one, the added salt is retained because of the 
inability of the tubules to,concentrate and of the 
failure of the glomeruli to show a diuretic reaction 
to the stimulus of the salt. In the other, added 
salt is promptly excreted, mainly by diuresis, 
because the glomerular mechanism is hypersen- 
sitive and promptly reacts. 

Inability of the kidney to excrete salt, whether 
from glomerular or tubular disturbance, is fol- 
lowed by chloride retention, consequent water 
retention with overburdening of the cardio- 
vascular system leading to hypertension, oedema, 
and toxic effects of salts on the tissues. The regu- 
lation of salt and water intake in these cases is of 
considerable importance. The relation of salt 


K= 


retention to oedema has been conclusively demon- 
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strated (Widal, von Noorden, Mueller, Achard, 
Strauss, and others). It should be emphasized, 
however, that oedema may be caused by cardiac 
or vascular changes with no salt retention from 
renal insufficiency. Great emphasis, particularly 
by French authors, notably Widal, has been laid 
upon the study of chlorides in nephritis. There 
may be retention of chlorides, ‘ chlorurémie,” 
without retention of waste nitrogen, “azotémie,” 
the chloride retention often being the first indica- 
tion of kidney insufficiency. 

The clinician can readily recognize chloride 
retention. (Edema, when not due to vascular 
or cardiac causes, may alone be used as an index. 
The salt tolerance may be determined by getting 
the patient’s weight every morning. An increase 
of each kilogram in weight is taken to mean the 
retention of from 5 to 6 grams of the salt that 
has been ingested. More laborious quantitative 
tests are in use but the results are often uncer- 
tain. For several days prior to the making of 
such tests, the diet of the patient must be regulated 
so as to give chloride equilibrium. A known 
amount of NaCl (5 to 10 ccm. of a 5 per cent sol.) 
is then injected intravenously and the chloride 
excretion is determined.! Snapper has shown 
that NaCl, when injected intravenously, may be 
absorbed by the erythrocytes and _tissue-cells, 
irrespective of kidney permeability. The pro- 
portion of blood chlorides to urine chlorides 

pe Nee) has been proposed as an index of 
kidney function, and _ chloride estimations 
have been made upon separate urines after 
ureteral catheterization, but none of the methods 
except those giving clinical indication of chloride 
retention has proved of practical value in func- 
tional work. 

Acidosis. The body fluids are kept at a neutral 
and nearly constant reaction, although the pro- 
duction of acids, in the course of body metabolism, 
is greatly in excess of the bases. This neutrality 
is maintained by the separation from the blood 
in its passage through the kidneys of this acid 
excess. Under certain pathologic conditions, 
acids accumulate in the blood and tissues and 
produce the symptom-complex known as acidosis. 
This condition has long been recognized in asso- 
ciation with diabestes, in which production of 
beta-orybutyric acid occurs in excess of the 
body’s neutralizing power, irrespective of the 
disease of any excretory organ. Recently, Sel- 
lards (1910), Henderson and Palmer (1913), and 
others have demonstrated, both experimentally 


1 For discussion of clinical methods of salt estimation, see Bayne- 
Jones, Arch. Internal. Med., 1913, xii, 90. 
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and clinically, the existence of other forms of 
acidosis, due to excretory insufficiency or meta- 
bolic excess, which occur in various conditions 
—acute infections, cholera, nephritis, etc.” 

The etiology of the acidosis of renal disease is 
not clear. It seems to be fundamentally a deple- 
tion of the body in alkalies from neutralization 
by acids. The acids accumulate not so much 
from an overproduction as from non-excretion by 
diseased kidneys. With advanced renal impair- 
ment, disturbance in the excretion of acids appar- 
ently occurs along with disturbance in the excre- 
tion of other substances, and these acids gradually 
accumulate in the body using up more and more 
of the bases for neutralization until the bases 
are seriously depleted and the acids come to be 
in excess. This would seem to be the last function 
of the kidneys to be lost, as Henderson and Palmer, 
in an extensive study of the hydrogen-ion content 
of the urine in nephritics, did not find an average 
acidity below normal, but slightly above the 
normal, and patients in fatal uremia still excrete 
acid salts so long as they excrete water. 

The recognition of renal acidosis is of great 
importance for prognosis and treatment. Nor- 
mally, a slight ingestion of alkali will show an 
immediate and temporary effect on urinary reac- 
tion, but in these cases of acidosis, massive doses 
of sodium bicarbonate, intravenously* admin- 
istered even, may show no effect upon the urine 
for days, although, when the effect does become 
apparent, it persists for some time, a marked 
contrast to the short duration of the effect in 
diabetic coma. The existence of an acidosis in 
renal disease may be determined by testin 
urinary reaction after increasing doses of sodium 
bicarbonate—the determination of “bicarbona 
tolerance” which unites treatment with dia 
nosis—or by an estimation of the reaction of the 
blood-serum. This latter method is practical in 
conjunction with blood urea determinations in 
that the indications for use are identical for both 
tests. Of fresh clear blood-serum 1 ccm. 
dropped into to ccm. of absolute alcohol (neutral) 
and filtered. The filtrate is placed in an evaporat- 
ing dish, three drops of phenolphthalein added 
as an indicator, and evaporated over the water 
bath. Normally, the fluid takes a pinkish tinge 

with the onset of evaporation and this deepens 
to a distinct red as evaporation proceeds. In 
cases with acidosis the color is faint throughout 
and late in appearing, and in marked cases no 


2 A discussion of the acidosis theory of nephritis and uremia is foreign 
to the object of this paper. See Fisher, Barker, Weill, etc. 

3 The choice of alkali for intravenous administration is important. 
The carbonate —— R. B. C. in vitro in fractions of a per cent. 
Bicarbonate has no effect up to 5 per cent (Sellards). 
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color is apparent, even with evaporation to dry- 
ness. 

Cryoscopy. The physical chemist has long 
recognized (Raoult, 1882) the value of cryoscopy 
in the identification of various fluids. Isotonic 
solutions have the same freezing point (Vant 
Hoff, 1886) and in equal volumes contain the 
same number of molecules. Cryoscopy offers 
an accurate means of testing the osmotic pressure 
of solutions and of determining, independent of 
the nature of the molecules, the molecular con- 
centration. However, the freezing point is not 
exactly dependent upon the number of molecules 
of substances but, according to the hypothesis 
of D’Arrhenius, upon the number of ions into 
which these molecules are dissociated when in 
solution. The greater the dilution, the greater 
will be the dissociation and vice versa; and in 
complex solutions, combinations may occur be- 
tween molecules which diminish the ion content 
and, in consequence, raise the freezing point. 

The determinations are made by means of 
special apparatus with which skill must be 
acquired before accurate readings can be made, 
as the sources of error are many. After Dreser’s, 
Beckmann’s is the oldest and most used apparatus 
and is still considered in many respects the best. 
Modifications have been introduced by Frieden- 
thal (ammonium nitrate freezing mixture), Claude 
and Balthazar (ether), Waldvogel, Haidenhain, 
and others. 

Cryoscopy of the urine. Dreser (1892) and von 
Koranyi (1897) were the first to apply these laws 
of physical chemistry to the clinical study of the 
urine. Inability of the kidney to excrete waste 
products would be expected to show an_in- 
crease in the freezing point of the urine. Linde- 
mann found that cystitis and pyelitis did not 
influence the freezing point. The normal A for 
the urine is a most variable figure, influenced as 
it is by the character of the diet and water intake, 
and no standard can be given. Hamburger 
finds that the urates often precipitate at the freez- 
ing point, which gives rise to additional variation 
and error. The following shows the extremes 
obtained by different observers on 24-hour 
specimens from normal cases: v. Koranyi, 1.3 
to 2.2; Lindemann, 0.9 to 2.71; Koeppe, 0.115 to 
2.54; Senator, 0.92 to 2.14; Roeder, 1.2 to 2.5; 
Rumpel, 0.9 to 2.3; Tieken, 0.98 to 2.56. 

Dreser, Lindemann, Tieken, and others state 
that a freezing point constantly above —1° C., 
the amount of urine remaining normal, indicates 
the presence of nephritis. The reverse, however, 
does not hold. Roeder objected that the lowering 
of the freezing point in nephritis is probably due 


MONTHLY COLLECTIVE REVIEW 


471 


either to polyuria or the giving of a nephritic diet, 
which tend to diminish urinary concentration. 
According to Casper and Richter, conclusions 
should not be drawn from a low reading before 
the question of dilution from polyuria has been 
determined, which is only possible where a 24- 
hour collection is made. Fuchs noted the inter- 
esting fact that, if the last two figures of the spe- 
cific gravity reading (1015) are multiplied by the 
constant 0.075 (15 x0.075=1.12° C.), the result 
is the freezing point of that urine, and Kapsam- 
mer zoes so far as to consider freezing point de- 
termination of the urine of no more value than 
simple specific gravity estimation. 

Because of the great uncertainty in the results, 
attempts have been made to find a normal con- 
stant by comparing the freezing point determina- 
tion with some other factor. Claude and Bal- 
thazar multiply the freezing point by too, which 
they interpret to mean the number of molecules 
in t ccm. of the tested solution. This molecular 
figure multiplied by the 24-hour amount of urine 
gives the total molecular diuresis (“la diurese 
moleculaire totale”) which divided by the body 
AX 24-h. amount 

body wt. ). 
V. Koranyi suggested a constant (Kochsalzequiv- 
alent) by dividing the freezing point by the sodium 

A 
chloride (Nac) 
the freezing point by the urinary specific gravity 
( . = ). None of these suggestions is of practical 
value. 

Cryoscopy with ureteral catheterization. The 
determination of the A of the separate urines of 
the two kidneys, first used by Casper and Richter, 
has a much more definite value than that of the 
total urine. Leakage around one catheter does not 
affect the result, but the factors of inhibition and 
stimulation of function, influencing as they do 
the molecular concentration of the urine, lead to 
marked variations. Kapsammer, in order to con- 
trol the error from a possible polyuria, suggests 
the estimation of the output of urine for one 
minute which multiplied by 1440 gives the 24- 
hour amount. A normal kidney puts out 0.5 ccm. 
per minute or 720 ccm. in 24 hours. Kapsam- 
mer thus estimates whether or not polyuria is pres- 
ent. Kévési, Roth-Schulz, and others have 
studied the influence of an experimental polyuria, 
the so-called “filtration test”? upon the freezing 
point, and have found only a slight lowering of 
the A on the diseased side. Strauss found that 
the freezing point of the better kidney did not 
stand in the same relation, on repeated examina- 


weight equals a normal constant ( 


Bugarsky proposed dividing 


( 
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tions, to the A of the diseased kidney and em- 
phasized the importance of having the patient 
on a strict diet for several days before the test, of 
catheterizing the ureters at a definite time after 
the meal, and of collecting the urine at intervals 
for a period of 2 to 3 hours. Von Illyes and 
Kévési, because of this marked irregularity in the 
A, advised leaving the catheters in place for 6 to 
14 hours and testing the whole urines at the end of 
this time. Where the differences on the two sides 
are slight, no conclusions can be drawn, and a low 
reading is of value only in the absence of dilution. 
Israel, Kutner, Casper and Richter, and others 
consider the A of value, but Huerter, Zuckerkandl, 
Kapsammer, Rovsing, Gottstein, Geraghty, Ca- 
bot, Krotoszyner, and others have little to say in 
its favor. 

Cryoscopy of the blood. The freezing point of 
the blood (6) shows none of the irregularities and 
marked variations as enumerated for the urine. 
All observers have found a fairly constant molec- 
ular concentration of 0.56° C. for the blood in 
health. Koranyi was the first to note a lowering 
of “6” in disease of the kidneys, and since then 
cryoscopy of the blood has held an important 
place in functional diagnosis. The test has been 
considered of particular value in the determina- 
tion of total function by some, for which it has 
been very severely criticised by others (Israel, 
Tuffier, Barth, Rovsing, Federoff, Kapsammer, 
etc.). 

Disease of the kidney is not the only factor 
which influences the molecular concentration of 
the blood. The freezing point may be consider- 
ably lowered in such conditions as sweating, 
jaundice, cyanosis, diabetes, cachexia, anzmia, 
typhoid, acute infections, and pneumonia. 
And what is more significant, a true elevation in 
the freezing point may occur with oedema or a 
large subcutaneous or intravenous transfusion, 
with disturbance in the circulation of the kidneys 
as in large abdominal tumor or cardiac affection, 
with cirrhosis, epilepsy, eclampsia, acute gas- 
tritis, the prodromal stage of malaria and in the 
terminal stage of malignancy. The deduction 
of the friends of the method that a high concen- 
tration means bilateral disease, a above 0. 60° 
C. being a contra-indication to operation, may be 
very misleading, and is designated by Beer as a 
“crude logical error.” Tieken thinks that cryos- 
copy may frequently fortell the onset of uremia. 

As in the case of the urine, investigators have 
tried to formulate a constant by some relation 
of “6” to other values. v. Koranyi suggests the 


quotient — ; Kévési and Suranyi sought to 
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interrelate the chemical analysis of the blood, 

sp. gr. 

but such formulz seem to be valueless. 

Electrical conductivity. The electrical resistance 
of fluids depends upon their content of electro- 
lytes. The inorganic salts, acids, and bases form 
the electrolytes of the blood and urine. Albumin, 
sugar, urea, etc., are non-electrolytes. The 
electrical resistance of these fluids, therefore, is a 
measure of their salt content: the greater their 
salt concentration, the less their resistance. The 
method differs from cryoscopy, which is a measure 
of the total molecular concentration. 

Comparative studies of the blood and urine, 
with reference to their electrical conductivity, as 
an indication of renal function, were first made 
by Dawson Turner, in 1907, who used Kohl- 
rausch’s method. The test has been very little 
used, Bromberg and Gruenbaum being its chief 
advocates, each of whom has introduced modifi- 
cations in the technique. Other apparatuses are 
those of Loewenhardt and of von Siemens and 
Halske. 

It has been found that the electrical resistance 
of the urine, even in health, is most variable, with 
an average of about 45 ohms; therefore, a study 
of the urine alone is valueless. Following the 
suggestion of Gibson, Turner applied the method 
to comparative studies of the blood and urine. 
Normal blood has an average resistance of about 
93.5 ohms (Turner), which may rise to 130 or 
fall to 80. Blood resistance, therefore, is about 
two to four times that of urine, and this propor- 
tion is known as the “hemorenal index” 

el. cond. of bl. 93.5 _ 
= “45 = 2.08), A high index in- 
dicates health; a low index, below 2, indicates 
disease. Bromberg considers that a diminution 
in the hemorenal index is the first sign of urinary 
decompensation, an index around 1.5 being a 
contra-indication to operation; less than 1, a 
very grave prognostic sign. Sasaki, on the other 
hand, found no noticeable retention of electro- 
lytes in the blood in experimentally produced 
renal insufficiency. Many extrarenal factors may 
change the index. Turner found a very low index 
in cases of acute croupous pneumonia, in diabetes 
mellitus, and anemia. When applied to separate 
urines after catheterization the method may give 
definite values, as shown by the following case: 
Urine from right kidney, 156 ohms; from left, 
48 ohms; blood, 97 ohms. Hemorenal index 


for right kidney, a = 0.6; left kidney, 
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Excretory quotient of Wright. Wright and 
co-workers (Kilner, Ross), proposed, in 1904, a 
simple method of determining the salt content 
of the urine and blood by finding at what point 
of dilution the urine or serum would hemolize 
a standard red blood corpuscle suspension. The 
test parallels electrical conductivity, but has 
been very little used, although Wright’s findings 
have been confirmed by McCoy and by Howard. 

Urinary toxicity. A method of pure theoretical 
interest was proposed by Bauchard to determine 
the toxicity of a urine, particularly with reference 
to the presence of uremic substances, as an 
indication of renal function. Several animals 
were injected with varying quantities of urine 
and the lethal dose observed. The method has 
been condemned by DeClerq Achard, and 
others, and obviously has no practical value. 

Indican in the blood. Quantitative determina- 
tions of indican in the blood have been recently 
proposed (Dorner) as an indication of retention 
from renal insufficiency. The studies of Dorner 
lead him to suggest that indican is not formed 
altogether in the liver, but may be a result of renal 
glandular activity. Indican of the urine was 
found too variable to be of any value. 


TESTS OF EXCRETION 
Polyuria. The excretion of water by the 


kidneys is intimately bound up with that of salt. 
Water (and possibly salt) is put out by the 
glomeruli, and the amount excreted controlled by 
the concentrating power of the tubules. Oliguria 
may result from salt starvation, and polyuria 


from salt excess. The polyuria of water, salt, 
diuretic drugs, etc., is fundamentally a vascular 
response and this response may be variously 
modified both in health and in disease. Schlayer 
has shown that with diseased kidneys added 
salt may produce (by fatigue) a rapid diminution 
of diuresis, and then, a restriction in the salt intake 
may show increasing polyuria as the kidneys 
recover.. “Vascular hyposthenuria,” in which 
there is no disturbance in the ability of the kidney 
to excrete salt, is totally different from the hypo- 
sthenuria primarily due to the failure of salt excre- 
tion. In beginning or early disease of the kidney, 
polyuria occurs because of vascular hypersen- 
sitiveness, but in advanced disease with true vas- 
cular change oliguria is the rule. 

The urinary aqueous rhythm depends upon two 
factors: renal and extrarenal. The renal factors, 
as already indicated, are related to vascular and 
tubular activity, which are influenced by disease, 
by variations in blood chlorides, by compensatory 
hypertrophies, by renal fatigue, etc. The extra- 
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renal factors relate to the water supply before 
this reaches the renal filter. Sweating, vomiting, 
and nervous reflexes may all modify this supply. 
Errors in absorption (incomplete emptying of the 
stomach, diarrhoea, etc.), errors in circulation 
(portal stasis and hepatic sclerosis), and errors in 
heart action all variously influence the water 
brought to the kidney for excretion. The 
differences in kidney action due to the influence of 
position, ortho- and clinostatism, may modify 
urinary rhythm, as in nocturnal polyuria,! and 
hydronephrosis and vesical retention may mask 
the true output. It is seen, therefore, that the 
reaction of the kidneys to an experimental poly- 
uria is a very complex phenomenon. 

Polyuria tests of total function. The polyuria 
tests are essentially tests of variation in function 
and are applied with reference to total or to sep- 
arate comparative functions of the two sides. 
Studies in the water intake and output, with 
reference to total function, have been carried 
out in various ways. Von Monakow proposed a 
“water test day” on which double the ordinary 
amount of water is given. Hedinger studied the 
diuretic action of an ordinary diet. Kévési and 
Roth-Schulz collect the urine every four hours 
for twenty-four hours and on the following day 
give, in the course of an hour, 1800 ccm. of water, 
after which the urine is collected every half-hour 
and studied as to the amounts and freezing points. 
Strauss kept his patients in bed with their last 
meal at 6 p. M. The night urine he collected at 
Io P. M. and 5 A. M.; gave 600 ccm. of water at 
6 A. M., and made hourly collections from then 
till 11 A. M.; and the amounts, NaCl, and freezing 
point were determined for each specimen. 
Vaquez and Cottet give 250 ccm. of milk for 
breakfast; lunch and dinner as usual, with 400 
ccm. of water at each. The urine is collected from 
9 to 7 in night, 7 to 9 in the morning, and g to 9 
in day. Between 6:30 and 7 A. M., 600 ccm. of 
water are given. The 7 to 9 specimen indicates 
the polyuric response of the kidneys. ‘These 
tests of total function are often of value to the 
clinician as a guide to treatment, but experimental 
polyuria acquires diagnostic value only when 
combined with ureteral catheterization. 

Polyuria tests with ureteral catherization. The 
fact that a diseased kidney has a much more 
constant function than a healthy one was pointed 
out by Guyon and Albarran in 1897. Albarran 
later (1903) formulated this law: “When one 
of two kidneys is diseased or more diseased than 
the other, changes in urinary function affect 


1 Vaquez and Cottet consider nycturia of insterstitial nephritis as 
not due to decubitus but to retarded elimination during the day. 
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its function less than the other; the changes in 
difference in function between the two is due 
almost wholly to the variations in function of the 
healthy kidney.” In other words, a diseased 
kidney is usually working at its maximum capa- 
city. Upon these facts is based Albarran’s 
polyuria test which, with slight modifications by 
Heitz-Boyer, is as follows: 

The patient should not have eaten for 4 to 
5 hours before the test. 

The urine is collected by ureteral catheteriza- 
tion. When for any reason only one catheter can 
be passed, the urine from the opposite side is 
collected transvesically. It is best to use a No. 8 
catheter to avoid error from leakage. Where 
double catheterization is possible a third catheter 
should be inserted into the bladder as a control 
of leakage about either ureteral catheter. 

After catheterization the kidneys should be 
allowed to function from 15 to 20 minutes before 
beginning the test, so as to allow them to regain 
their normal rate and thus avoid as much as 
possible errors from inhibition or stimulation 
due to reflex disturbances. 

The urine is collected from each kidney in 
separate tubes by half-hour periods. 

At the end of the first half-hour the patient is 
made to drink three large glasses of water. 

The first period gives the normal output, the 
static condition; the next three periods show the 
water reaction on the two sides and give the 
functional variation. 

The extrarenal causes of variation represented 
by the functional conditions of organs physiologi- 
cally related to the kidneys do not apply in the 
same degree to catheterized specimens in which 
comparative values are sought, but in addition 
to the same intrarenal factors as mentioned, of 
which the chloride variations and compensatory 
hypertrophy are perhaps the most important, 
certain technical errors very frequently occur 
(such as leakage about one or both catheters or 
unilateral reflex inhibition or stimulation of 
function) which tend to render the findings even 
more accidental and uncertain. Cathelin, Carlier, 
Schueller, and Kapsammer have condemned the 
test, the latter emphasizing the error of an almost 
universal unilateral reflex polyuria. Richter 
criticized the test as giving most incomplete infor- 
mation even when positive. Kunestky recognized 
the great difficulty of using double catheters of 
sufficient size to prevent leakage. Keyes con- 
siders the “multiplication of the observations of 
urine drawn from the two kidneys under varying 
conditions” as its chief virtue. Legueu and De 
Berne Lagarde conclude that a positive polyuria 
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on the healthy side indicates the safety of remov- 
ing the other kidney, but a negative polyuria on 
the suspected healthy side does not mean renal 
insufficiency and, therefore, contra-indicates ne- 
phrectomy. The results of a recent and thorough 
study by Pirondini are conclusive. He finds that 
an experimental polyuria is clearly positive and 
only reaches its maximum importance as an 
indication of renal function when there is a notable 
increase in the urine volume in the second phase 
of the test. Even with a positive reaction, the 
character of the polyuria is of greater importance 
as a qualitative than as a quantitative indica- 
tion of function. With ureteral catheterization, 
comparative findings alone are of value. He 
considers experimental azoturia of much more 
value as a functional test than simple produced 
polyuria. 

Diastase. A ferment capable of digesting 
starch has been known to exist in the urine. 
This is brought to the kidney, for excretion, in 
amounts that vary with the functional activity 
of the pancreas and salivary glands. Hierata 
found that rabbits with experimental nephritis 
put out less of the ferment than normal rabbits 
and this led Wohlgemuth to propose a method 
of estimation of urinary diastase as a test of renal 
function. Estimations of diastase in the urine 
and stools have been used as an indication of 
pancreatic function, although Burrow, Durand, 
Brown, and Wohlgemuth all agree that its chief 
value in the urine is in indicating renal insuffi- 
ciency, irrespective of conditions of the pancreas 
and salivary glands. 

Technique of test (Wohlgemuth). The urine is first 
neutralized and amounts of from 0.6 to .o4 ccm., de- 
creasing in mathematical ratio, placed in a series of 12 test 
tubes. Sufficient 1 per cent NaCl sol. is added to each 
tube to bring the amount of fluid in each to 1 ccem. Two 
ccm. of a freshly prepared 1:1000 solution of soluble starch 
is added to each tube, the tubes then being placed in the 
water bath at 38° C. for 30 minutes. To determine the 
amount of starch digestion, N/50 iodine solution is added 
to each tube in amounts to give a permanent color. Com- 
plete digestion is shown by no color appearing on the 
addition of iodine, and the tube of the series first showing 
complete digestion is taken as indicating the diastatic 
content, which is expressed in the number of ccm. of 
1:1000 starch solution capable of being digested by 1 
ccm. of the urine tested. 


The average diastatic content for a 24-hour 
specimen of urine varies between 16.5 and go 
ccm., represented by “D.” catheterized 
specimen from one kidney represented by “6” 
has in one ccm. the power of digesting from 
6.6 to 25 ccm. of 1:1000 starch solution. Wohl- 
gemuth himself has emphasized the difficulties 
in interpreting the findings. The wide limits of 
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normal variation render the total estimation 
(“D”) of very little value. Brown found low 
readings in many jaundiced cases with good 
kidneys. Dilution, inhibition, and the other 
errors of ureteral catheterization affect the 
diastatic output, but Geraghty, Rowntree and 
Cary are of the opinion that diastase, because 
of its minute quantity and ferment action, is 
not so markedly affected by dilution as is the 
urea per cent. Blood activates the ferment and 
the presence of blood or blood-serum in the urine 
causes serious error. Where the estimations 
are made immediately in catheterized specimens 
this source of errors is insignificant. The neu- 
tralization of the urine is very important accord- 
ing to most workers, but Brown found that 
ordinary urinary acidity gave insignificant varia- 
tions in the activity of the ferment. 
Phloridzin. The remarkable action of phlorid- 
zin in rendering the kidney permeable to sugar 
was discovered as early as 1882 by von Mehring. 
The nature of the reaction is not known, although 
it would seem to be purely renal from the fact 
that the sugar of the blood shows no increase at 
the time. Later, the marked effect of disease of 
the kidney upon the reaction was noted (Zuntz, 
1888; G. Klemperer, 1892; Schabad, 1894, and 
others), and this led to the exploitation of the test 
for functional work. The test has been generally 


considered as differing from all others by indicat- 
ing glandular activity in contradistinction to 
excretory activity, but, unless the sugar is syn- 
thesized in the kidney as an effect of the drug, 


the supposition is erroneous. The excretion of 
sugar from the blood, although rendered active 
by phloridzin, is nevertheless analagous in every 
way to the excretion of urea or of phthalein, and 
is a parallel indication of function. 

The test is commonly applied by the sub- 
cutaneous, or intravenous, injection of from o.o1 
to 0.05 gm. of phloridzin in aqueous solution 
(small amount of sodium bicarbonate favors 
solution), which must be freshly prepared and 
boiled just before use (Krotoszyner) to insure 
complete solution. The urine is tested, after 
ten minutes, every minute until the reduction 
of Fehling’s sol. indicates the presence of sugar. 
Estimates of the 15- or 30-minute outputs 
are made, and from these the curve of elimination 
is plotted. Normally, sugar should appear in 
from 10 to 15 minutes, although a delay up to 
30 minutes is considered within normal limits. 
The excretion reaches a maximum in 1 hour and 
gradually disappears in from 2 to 3 hours, with 
a total excretion in that time of 1 to 2 grams 
(Rowntree and Geraghty). 
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The amount of sugar following phloridzin 
injections shows marked variations due, in part 
to inhibition and intrarenal causes, but in greater 
part, as shown by Roth, to the differences in diet. 
During fasting and after the ingestion of fat, the 
amount of sugar is low but may be increased 5 
to 6 times after a meat or full carbohydrate 
meal and, after the ingestion of dextrose, may be 
even 11 times as great. Kapsammer (1906) 
emphasizes the influence of phloridzin upon the 
excretion of methylene blue and indigo-carmin, 
showing that during the sugar excretion the 
amounts of dye are remarkably reduced over the 
output when phloridzin is not used, and it has 
been shown by Frouin (1907) that phloridzin 
will not act so well in the presence of methylene 
blue as when used alone. (Simultaneous injection 
of methylene blue and phloridzin in a dog causes 
marked reduction in the amount of sugar in 10 
to 12 hours over that eliminated with phloridzin 
alone.) Evidently there is a direct antagonism, 
the nature of which is not known, between these 
dye stuffs and phloridzin action. 

The test has held considerable popularity with 
some (Achard and Delamere, Casper and Richter, 
Krotoszyner, etc.), but the results have been 
found to be unreliable by others. Frequently 
there is no reaction even in perfectly normal 
cases (Walker), and in others with only slight 
disturbance the test may show an exaggeration 
that is wholly misleading (Clairmont and 
Haberer). Casper and Richter recommend the 
test for use in conjunction with ureteral 
catheters, emphasizing the greater value of 
quantitative estimations over the appearance 
time (Zeitmethode), although Kapsammer be- 
lieves the opposite. Comparative studies with 
the polyuria test (Blumand Prigl), indigo-carmin 
(Kapsammer), and phthalein (Roth, Stevens, 
Rowntree and Geraghty) show any of these 
three tests to be more reliable and less com- 
plicated than the more hypersensitive but 
variable phloridzin test. 

Potassium iodide and lactose. The use of 
potassium iodide has mainly a clinical interest 
because of the findings with it, in conjunction 
with water, salt and lactose, of Schlayer and his 
colleagues, who claim by means of these four 
tests to be able to differentiate vascular and 
tubular lesions. Lactose and water show glome- 
rular function, while potassium iodide and salt 
denote tubular activity. Their findings have not 
been universally confirmed. 

Dyce Dukeworth introduced potassium iodide 
as early as 1867, but not until after the work of 
Achard and Delamere did it gain any prominence. 
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When given by the mouth, subcutaneously or 
intravenously, about 7o per cent (Olrum) is 
excreted by the kidneys unchanged (Lafay). It 
appears in the urine in about 15 minutes (Roux 
gave three minutes as appearance time with ureter 
catheters), and the excretion persists for from 30 
to 36 hours (Stridini). The maximum output 
occurs during the second hour and over 50 per 
cent of the drug is excreted normally in the first 
12 hours. Neubauer and Vogel give 11 different 
methods of estimation, of which Sandow’s 
method is probably the best and will show the 
drug up to 1 to 10,000 dilution (5 ccm. urine; 
1 ccm. dil. H,SO,; 1 to 3 drops of o.2 per cent 
sodium nitrate solution; chloroform, which in 
the presence of KI is colored violet). 

Lactose was shown by Voit to be quantitatively 
excreted by the kidneys after subcutaneous or 
intravenous injection. De Bovis, later, showed 
that this occured through the glomeruli, and 
Schlayer made use of this fact in studying 
nephritis, as already indicated. The test, as 
recommended by Rowntree, Fitz and Geraghty, 
would seem to have considerable prognostic 
value. Their method consisted in the intravenous 
injection of 25 ccm. of a 10 per cent solution, 
freshly prepared in distilled water and pasteurized 
for four hours on four successive days. Normally, 
this amount of lactose should be excreted in 4 
to 6 hours. The test is considered of value in 
differentiating early forms of glomerular nephritis. 

Salicylic acid. The use of salicylic acid as 
an indication of kidney function was introduced 
by Chopin in 1889 and again by Pugnot and 
Revilliod in 1903, but it has acquired no practical 
importance. 

Hippuric acid. In 1879, Jarsfeld and Stockvis 
took advantage of the fact, discovered by Bunge 
and Schmiedeberg, that the kidney apparently 
has the ability to synthesize hippuric acid from 
benzoic acid and glycocoll, by studying the relative 
output of hippuric acid in the urine in health and 
disease after feeding sodium benzoate. Achard 
and Chapelle again commended the test in 1900, 
but nothing has been made of it since. The 
test is unique in being an evidence of pure 
glandular activity, and, so far as is known, 
hippuric acid is the only substance synthesized 
in the kidney cell. 

Additional substances. Many other substances 
have been used at various times to test kidney 
function, none of which has proved of any 
particular value: asparagin, introduced by 
Hahn and De Beauvais; opium, by Charcot; 
quinine sulphate and potassium and sodium 
bromide; pepsin ferment in the urine, by Strauss. 
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Dye stuffs. Several dyes have been introduced 
at various times in the past for the experimental 
study of renal activity, but with the exception of 
three, methylene blue, indigo-carmin and phenol- 
sulphonephthalein, none has attained any degree 
of popularity. Of the dyes that have been ad- 
vocated, and later discarded, may be mentioned: 
fuchsin (Bouchard, 1873), rosanilin, (Lepine, 
1898; Dreyfus, 1898), trypanblau (Muellendorf), 
and uranin—“ fluorescein natrium”’—(Strauss, H. 


1913). 

Methylene blue. Kutner and Casper first at- 
tempted to use methylene blue as a kidney test 
in 1892, by observing the ureteral orifices after 
its injection (chromocystoscopy) ; but the method 
attracted no attention until exploited by Achard 
and Castaigne (in 1897), who pointed out that the 
time of appearance and the maximum excretion 
are delayed and that the duration of excretion 
is prolonged in renal disturbance. These findings 
were soon confirmed by Albarran and Bernard, 
who combined ureteral catheterization with the 
method, and by Friedrich Mueller in 1899. 

The drug may be given by mouth, in one-fourth 
grain doses, but has commonly been admin- 
istered intramuscularly in the gluteal region 
(15 minims of a 5 per cent aqueous solution), in 
which way it is sometimes painful. It is almost 
always very painful when given subcutaneously. 
Only about 50 per cent of the dye is excreted in 
the urine, the fate of the other half being un- 
known. Underhill and Claussen have shown that 
the pigment is not an individual chemical sub- 
stance, but is a mixture with methylene azure, 
and that it is partially broken down in the body 
and excreted in part in the form of leucoderiv- 
atives, and Mueller has since found six end-split 
products. These chromogens make their appear- 
ance, normally, in the urine in about 15 minutes, 
ahead of the dye itself, which usually does not 
appear before about 30 minutes after the injec- 
tion. Both continue to be excreted for an average 
of 36 to 48 hours and between the two a certain 
excretory relation is affirmed (Chauffard and 
Cavasse; Oulmont and Raymond, 1899). The 
chromogens can be recognized, after the addition 
of a little acetic acid, by boiling. Quantitative 
estimations of the output have been attempted, 
after such conversion, by measuring the amount 
of a known solution of methylene blue, neces- 
sary to give comparable colors, to be added to an 
equal amount of the individual’s urine voided 
before giving the dye. 

After the injection in certain forms of nephritis 
(chronic interstitial), the excretion has been found 
to be prolonged as long as 15 days, and in some 
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cases has not appeared for six hours (Albarran 
and Bazy). Other forms of nephritis (chronic 
parenchymatous) may show no change from the 
normal (Bond, and Bond and Bonnet, 1898). 
Furthermore, the excretion has been found to 
show marked variations even in health. The 
amount put out does not follow a steady and 
unbroken course, but may rise and fall, or even 
show complete intermissions (Chaufiard, 1898). 
In health, even, the output may be prolonged for 
as long as 6 days (Rowntree and Geraghty) or, 
in other normal cases, there may be no demon- 
strable output at all, the dye apparently being 
destroyed in the body (Pugnot and Revilliod, 
Walker.) 

Indigo-carmin. Haidenhain found, in an 
experiment to disprove Ludwig’s filtration theory, 
particles of indigo-carmin in the renal epithelium 
of the tubules, but none in the glomeruli, when the 
animal was killed at the proper time after the 
injection of the pigment. This fact led to the 
introduction of the dye, in 1903, by Voelcker and 
Joseph as a test for renal function, for which it 
has since gained many advocates. 

The usual method of performing the test is to 
inject into the gluteal muscles 20 ccm. of a 0.4 
per cent solution, which must be freshly pre- 
pared in sterile distilled water, as boiling renders 
it gelatinous. (Voelcker and Joseph’s formula: 
0.08 indigo-carmin,o.1 NaCl, and 20ccm. water.) 
In stronger solution the indigo-carmin exists as a 
fine suspension and not in solution. Only about 
25 per cent of the dye is excreted by the kidneys 
after injection, the body taking care of the other 
75 per cent in some unknown way. When given 
in large doses some of it is excreted in the feces, 
after conversion by the liver into a leucoderiv- 
ative. Considerable variation exists in the time 
of excretion of the part passed through the kid- 
neys. A greenish blue tinge appears in the urine 
in from 9 to 11 minutes after injection in 94 
per cent of all normal kidneys (Tanake), and the 
dye continues to be excreted for 12 (Walker) 
to 24 hours (Kapsammer) (Roth, 15 to 18 hours), 
with marked differences in the intensity ob- 
served. The test is practically applied as an 
indication of total function or in conjunction 
with cystoscopy or ureteral catheterization. 

As a test of total function indigo-carmin is 
not satisfactory. Oppenheimer (1909) in an 
attempt to make colorimetric readings (Duboscq) 
found marked variations due to changes pro- 
duced by the urinary pigments and, furthermore, 
in a purulent alkaline urine, the dye may be 
decolorized completely. Thomas, on the other 
hand, who stubbornly and now almost singly 


upholds the virtues of indigo-carmin, believes 
that as accurate colorimetric determinations can 
be made with it as with phthalein. The maximum 
output in one hour is about one-half that of 
phthalein, or 20 to 25 per cent. 

The dye was originally introduced for use in 
conjunction with cystoscopy, and Voelcker and 
Joseph recognized three types of cases with this 
method; the blue color appears at both ureteral 
orifices, promptly and simultaneously, in 6 to 10 
minutes—normal case, the appearance and in- 
tensity are delayed on one side—unilateral 
disease, and the appearance and intensity are 
delayed on both sides—bilateral disease. The 
many errors inherent in the dye in chromo- 
cystoscopy have been emphasized by M ax Roth: 
The appearance of the dye is not always positive 
and may be overlooked altogether. A negative 
appearance is likewise indefinite, because a slow 
flow of urine, an excretion of weak intensity, or a 
decolorization of the dye may cause it to be over- 
looked. Because of these faults the difference 
between the right and left can easily be mis- 
interpreted or overlooked. Furthermore, the 
period of observation must often be prolonged 
for from forty-five minutes to 1 hour, which is 
hard on the patient and tedious for the doctor. 

The method, therefore, is generally considered 
to be of much more definite value in conjunction 
with ureteral catheterization, as here not only 
the time of appearance but the relative outputs 
on the two sides can be determined; but the same 
fundamental objections hold here as for total 
determinations, and for simplicity, accuracy and 
completeness, the results cannot be compared 
with those obtained with phthalein. In certain 
cases, nevertheless, in which ureteral catheteriza- 
tion is impossible, chromocystoscopy with indigo- 
carmin will frequently be found to be a great aid 
in surgical diagnosis. 

Phenolsulphonephthalein. Phenolsulphoneph- 
thalein (Remsen) is a synthetical product which 
Abel and Rowntree found was excreted un- 
changed in its passage through the body, by 
the liver in minute amounts, eventually quan- 
titatively by the kidneys. The part that appears 
in the bile is reabsorbed from the small intestines 
and excreted by the kidneys so that only a trace 
can be found in the stools, even after enormous 
doses. Nota trace can be found in the pancreatic 
juice or saliva, and Plaggemeyer and Marshall 
found none in the sweat. The removal of 
“phthalein” from the body, therefore, seems to 
be a wonderfully specific function of the kidneys. 
Rowntree and Geraghty experimentally proved 
that the drug can be excreted by the cellular 
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activity of the tubules of the frog’s kidney, and, 
presumably, the same holds for man; but second- 
ary anemia, produced in animals after the method 
of Straub and Barcroft by the same workers, 
would tend to show that the glomeruli are also 
capable of excreting some of the drug. Abel and 
Rowntree also found that the drug properly 
prepared is absolutely harmless, non-toxic and 
non-irritating. These striking properties imme- 
diately suggested its possible application in 
functional work, and Rowntree and Geraghty, 
1910-12, investigated this problem so thorough- 
ly, both experimentally and clinically, that, 
in spite of the enormous interest aroused through- 
out the world, little other than confirmatory 
studies have followed their original work. This 
confirmatory evidence of the great superiority of 
this test over all others is now overwhelmingly 
convincing. The unrivaled advantages, as 
claimed by the originators of the method, are 
these: 1. The complete elimination of the drug 
without chemical change by the kidneys. 2. The 
early appearance of the drug in the urine 
following its administration. 3. The rapid 
excretion of the drug by the kidneys necessitating 
observation only over a short time. 4. The 
brilliancy of color which is imparted to alkaline 
urines and which is not readily influenced by the 
coloring matter of the urine itself. 5. The 
facility with which the drug lends itself to 
colorimetric methods, making accurate quantita- 
tive estimations possible. 6. The simplicity of 
the technique for quantitative estimation. 7. The 
absolute non-toxicity of the drug. 8. The non- 
irritating nature of the drug locally. 9. The 
extreme smallness of the dose required and the 
assurance this gives of there being no extra strain 
placed upon the kidney during the test 

The technique of the phthalein test has re- 
mained practically unchanged since its introduc- 
tion. The originators chose 0.006 gm. as the 
optimum dose and this has been universally 
adopted. One ccm. of a specially prepared 
solution of the dye, containing 6 mgm. to the 
cem., is accurately injected." 

Subcutaneous, intramuscular, gluteal or lum- 
bar, and intravenous modes of injection are in 
use, and it has been found that the time of 

1 The dye, a fine red crystalline powder, is prepared for injection as 
follows: 0.6 gm. of phenolsulphonephthalein and 0.84 ccm. of double 
normal NaOH solution are diluted witho.75 per cent NaCl solution up 
to 100 ccm. This gives the monosodium or acid salt, which is red in 
color and slightly irritant locally when injected. It is necessary, there- 
fore, to add 0.15 ccm. of double normal hydroxide, a quantity sufficient 
to change the color to a beautiful Bordeaux red (R. and G.). This solu- 
tion is dispensed by Hynson and Wescott, Baltimore, in small convenient 
1 ccm. ampoules. Roth has shown a considerable variation in the 
strength of preparations of different drug houses as compared to a 


standard 0.5 ccm.: Hynson and Wescott, 50 per cent; Ranke Apotheke, 
38 per cent; Merk, 30 per cent. 
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appearance and the total output for the first 
one or two hours differ with the place and mode 
of injection. The outputs after subcutaneous 
injection show irregularities due to differences in 
the rate of absorption. The absorption is more 
even and rapid following intramuscular injection 
while intravenous injection gives the most con- 
stant and ready supply to the kidney. Intra- 
lumbar absorption is superior to intragluteal, 
and the latter more constant then subcutaneous. 
Keyes and Stevens recommended the _ intra- 
venous mode, particularly for use with ureteral 
catheterization, as a test can then be finished in 15 
minutes to half an hour. Eichmann and Fromme, 
and Rubner favor the intravenous method 
for all determinations. The common practice of 
most surgeons is to use the intralumbar method 
for total function and the intravenous for sepa- 
rate functions. 

The time of appearance in the urine after 
injection can be accurately measured by placing 
a retention catheter in the bladder, allowing the 
urine to drain into a test tube containing a few 
drops of NaOH, and the onset of excretion is 
marked by the first appearance of a pinkish tinge 
in the tube. The retention catheter is required 
only in cases with retention or residual urine. 
In cases with normal powers of urination they 
can be made to void every five minutes and the 
appearance time of the dye roughly noted. The 
very secondary importance of knowing the exact 
time of appearance makes it convenient, as a 
routine in cases without residual, to neglect its 
determination altogether, allowing ten minutes 
as the average, and to collect the urine at the end 
of an hour and ten minutes for the first hour’s 
output. 

The accuracy (to within a difference of 0.00004 
gm. [R. and G.]) and simplicity of colorimetric 
determinations of phthalein insures its su- 
premacy as a functional test, as it is the only 
test with which reliable and absolute values are 
obtainable. Each specimen is strongly alkalinized 
with NaOH to insure maximum intensity of color 
and, according to the degree of color, diluted to 
100 to 1000 ccm.,—low dilution for weak 
color, high dilution for strong,—and a sample of 
this is then compared to the color of a standard 
solution of 6 mgm. to a liter. The necessary 
correction for difference in dilution gives the 
percentage of dye present in the specimen. 
Phthalein has been found to be unusually 
stable when in acid solution, in which it 
is colorless, but, when alkaline, the red color 
gradually fades. The presence of urinary pig- 
ments, pus, phosphates, bile, and indican do not 


materially interfere with colorimetric estimations. 
(Goodman-Kristeller). A standard made with the 
patient’s own urine, to correct the error from 
urinary pigment, has been suggested (R. and G.; 
Cabot and Young). Adams and Wyman claim 
that a yellow-colored glass held between the 
eye and the colorimeter corrects this error 
(yellow urine), while Boidoch excludes urobilin 
with the spectroscope. These methods seem to 
be unnecessary refinements in technique. The 
presence of blood or of blood pigments in the 
urine, however, is troublesome, but very simply 
corrected, after dilution and before adding 
alkali, by boiling a portion of the specimen which 
coagulates the blood. The resultant clear fluid 
can then be decanted or filtered off, alkalinized 
to bring out the phthalein, and read as usual. 
When considerable blood has been present and 
the amount of urine small, the process entails 
some loss of dye. 

Value in the estimation of total function. The 
time of appearance of phthalein after intralumbar 
injection in normal cases is from 5 to 11 minutes, 
and the output for the first hour is from 4o per 
cent to 60 per cent; for the first two hours, 60 
per cent to 85 per cent (R. and G.). These find- 
ings, with few exceptions, have been universally 


Investigator First hour Second hour Third hour 
Sehrt 45 to 56 69 to 94 
Fromme and Rubner 
(gluteal injection) 52 to 78 (men) 
24 to 78 (women) 37 to 84 
Bonn 39 to 56 
Albrecht 40 to 50 
Eichmann Less than 40 per cent in 4 of 8 normal cases. 
Erne 45 to 70 


confirmed, and the exceptions have been shown 
by Max Roth to be due to errors in technique, 
to the use of an inferior preparation, to a different 
method of injection, to loss at the time of the 
injection through a defective syringe, or to an 
incomplete emptying of the bladder. The av- 
erages in women are lower than in men. The 
excretion of the drug has been repeatedly shown 
to be uninfluenced by changes in water excretion, 
as much dye being put out in two hours with 50 
ccm. as with 500 ccm., and its excretion bears no 
relation to such other substances in the urine as 
chlorides, urea, albumin, sugar, etc., except as 
affected by the slight diuretic action of increases 
in some of these. It usually parallels urea, but 
only roughly, as it is unaffected by any of the 
many great factors in control of urea excretion. 
Rowntree and Geraghty found that those di- 
uretics which stimulate the secretory cell (caf- 
feine, urea, dextrose, calomel) slightly increase 
phthalein output, but those other diuretics which 
act by changes in osmotic or blood pressure 
(water, NaCl, digitalis) have no influence. Extra- 
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renal factors, as cause of variation, aside from 
errors in technique, are negligible. Diet, of 
course, is irrelevant. The tests may be given at 
any time of the day or night, irrespective of meals 
and fluid intake. Disease of other organs, except 
as it lowers kidney activity as a result of general 
debility, is without effect. There are no physio- 
logically related organs, the drug being untouched 
except by the kidneys and the liver, and it has 
been shown that disease of the liver bears no 
relation whatever to the output (R. and G.). 
The drug is peculiarly, therefore, an evidence of 
renal activity. The renal factors that may in- 
fluence phthalein, aside from renal disease, are 
fatigue, certain little understood states of hyper- 
permeability, and inhibition of work from ner- 
vous or other reflexes. These factors can be 
best controlled by a repetition of the test. To 
prevent inhibition, R. and G. recommend giving 
400 to 600 ccm. of water just previous to the 
injection, which usually insures free function, but 
affects in no way the true function. The in- 
fluence of these intrarenal factors is relatively 
small and may be disregarded in most cases. 
The interpretation of the findings with phtha- 
lein, as with all other functional tests, must be 
controlled by clinical and other methods of 
examination. The time of appearance varies 
widely and has a questionable value, as it may 
be very misleading. It should be taken into 
account mainly for purposes of hourly collection. 
The total phthalein output has been found to 
show reduction proportional to the disease. 
It is reduced, except in the very early stages, in 
most forms of nephritis, acute or chronic, inter- 
stitial as well as parenchymatous. It is unin- 
fluenced in cardiac conditions without renal 
involvement, and is an unusually good index of 
kidney disturbance from back pressure due to 
enlarged prostate, ureteral stone, or stricture. 
In general it may be said that a reduction in 
phthalein invariably means renal change, and a 
marked reduction, to a trace, is indicative of a 
grave prognosis irrespective of signs of uramia. 
The test is unequaled as an index of total function. 
Value with ureteral catheterization. The dye is 
commonly given intravenously for functional 
studies with ureteral catheterization. The ap- 
pearance time varies from 2 to 8 minutes, and 
inasmuch as the dye reaches both kidneys at the 
same time and in equal amounts, the 15-minute or 
half-hour collections for both sides should start 
at the time of its first appearance on either side. 
The particular value of phthalein in unilateral 
disturbance is that it gives not only relative but 
absolute values on the two sides—a virtue that 
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is wanting in all other tests. The total one-half 
hour output after intravenous injection is about 
equal to an hour’s output after the intralumbar, 
so that a “total phthalein” by intralumbar 
injection having been previously taken, it is 
possible to control the question of bilateral or 
unilateral inhibition following the catheteriza- 
tion. Leakage can be accurately determined by 
having the patient void or by passing a catheter 
at the end of the test. To insure a free flow of 
urine and to obviate inhibition, R. and G. ad- 
vise giving water to the patient before the test, 
which in no way affects the phthalein. Aside 
from the occasional decrease by inhibition and 
the loss by leakage, the findings are reliable and 
accurate. 


PART II 
PRACTICAL APPLICATION OF FUNCTIONAL TESTS 
IN SURGERY 

A just recognizance of the limitations of func- 
tional studies, as a whole, logically precedes any 
critical interpretation of their relative values 
individually. The severest criticisms come from 
those least familiar with their use. It should 
never for a moment be forgotten that functional 
studies alone never make the diagnosis. The 
clinical and chemical, and cystoscopic and radio- 
graphic, the microscopical and _ bacteriological, 
and the other special methods of exploration 
and examination are quite as important in the 
diagnostic or prognostic chain. Functional tests 
no longer form a weak link, but they are a link 
only. Furthermore, a functional finding is only 
temporary and denotes nothing more than 
the functional ability at the very time of the 
test. It is a poor indication of what the kidney 
has been doing or is capable of doing. The 
possibility of future regeneration or disturbance 
of function is undetermined by it. There are 
partial exceptions, of course. An unusually low 
finding indicates renal insufficiency of more than 
the current moment, which indication is more 
pronounced with certain tests (blood urea) 
than with others (phthalein), but a complete 
record is impossible and can only be approached 
by frequently repeated tests. By means of such 
a series it is possible to delimit renal function 
into relative periods of statism or of variation, 
and by a study of the character of these periods 
much safer deductions can be made. The 
restoration of function following relief of back 
pressure from prostatic obstruction, or a fall of 
function due to ascending infection in the same 
condition of permeability, are instances of periods 
of variation, progressive, and regressive, whereas 
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the even findings in a case complicated with 
chronic nephritis exemplify a static period. In 
addition to these changes the excretory power of 
the kidneys is known to vary from time to time, 
and the question arises, Are the kidneys function- 
ing at their minimum, average, or maximum 
capacity at the time of the test? The presence 
of fatigue (Schlayer), of temporary hyper- 
permeability (Baetjer), of reflex influences from 
irritation of the bladder (Evans, Wynne and 
Whipple) or from disturbances from the opposite 
kidney (Lichtenstein and Katz), and of nervous 
influences in general (Jungmann) all tend to 
modify the work performed by the kidneys and 
emphasize the importance of repeated tests. 

Whereas it is true that the excretory power of 
the kidneys differs for different substances, this 
ability is largely a matter of degree, since the 
same general tendencies are common to them all, 
and, knowing the findings of one test, the behavior 
of the others can be roughly predicted. A famil- 
iarity with the relative significance of each test 
is necessary, but because of this close parallelism 
a proper selection of a very few tests will give all 
the essential information. A choice of the best 
test from the excretion and retention groups 
should give the sum total of the data possible 
from them all. Two tests, one in each group, 
seem to stand far and away ahead of all others 
in the simplicity of technique and in the reliabil- 
ity and completeness of the information fur- 
nished. These are phenolsulphonephthalein and 
blood urea (or nitrogen). The judicious use of 
these two will form the ideal routine for the 
surgeon. Occasionally, conditions arise in which 
some of the other methods may be of additional 
value, as sodium chloride and lactose or the 
estimation of acidosis in certain nephritics, 
indigo-carmin when catheterization is impossible, 
and urine-urea and polyuria in conjunction with 
phthalein in studying separate functions. 

The estimation of surgical risk from renal 
insufficiency and the determination of the extent 
and character of unilateral and bilateral dis- 
turbances in so-called surgical diseases of the 
kidneys are the functional problems of the sur- 
geon. These are solved by studying the com- 
bined function and the separate functions of the 
two kidneys. 

Combined function. The phthalein test is ideal 
for the estimation of total function from an 
excretory standpoint. Where phthalein is low, 
however, it gives no indication of the extent of 
retention: in one case the outlook may still be 
favorable since the kidney is able to excrete waste 
products sufficiently to prevent accumulation; 


but another case, with the same low phthalein, 
may have marked retention and be on the very 
verge of uremia. Tests of retention (blood urea) 
are unnecessary in cases with a good phthalein, as, 
here, waste products are never retained, but they 
should be made in every case with a low phtha- 
lein, and these tests, phthalein and blood urea, 
should be frequently repeated to see whether the 
kidney condition is stationary, regressive, or 
progressive. The relative value of the two is 
distinct. In a study of experimental nephritis, 
Frothingham and co-workers concluded that they 
paralleled each other, generally, as indicators of 
renal function, but with this marked difference: 
“The amount of phthalein excreted shows the 
renal function for the moment; the amount of 
non-protein nitrogen and urea in the blood is 
rather a measure of an accumulating difference 
between the amounts of waste nitrogen pro- 
duced in metabolism and the amounts eliminated 
by the kidneys.” The waste products accumulate 
gradually in the blood and return to normal, 
gradually, as the kidney recovers. Agnew 
found the urea content of the blood to vary 
inversely as the excretion of phthalein in the 
urine, but not absolutely. Attempts have been 
made (Braasch, Thomas, and others) to place a 
definite figure of phthalein percentage (20 per 
cent) below which it is dangerous to operate, 
but most surgeons place most reliance upon the 
picture of repeated readings. Many cases with 
static phthalein below 10 per cent can be safely 
operated upon, while others with a relatively high 
phthalein which is gradually falling (40 per cent, 
35 per cent, 30 per cent, etc.) are very poor risks. 
The general clinical picture is of great additional 
importance. 

Consideration of total renal function from a 
surgical standpoint may be subdivided into 
medical diseases of the kidney, kidney disturb- 
ance due to obstruction in the lower genito- 
urinary tract and surgical diseases of the kidney. 
Medical diseases of the kidney are of chief 
importance to the surgeon from the standpoint 
of operative risk. The differentiation of tubular 
or glomerular types are irrelevant. The medical 
cases from this point of view are renal, cardio- 
renal, or cardiac with chronic passive congestion 
of the kidneys without nephritis. In the safe 
estimation and differentiation as to prognosis of 
these several medical conditions, functional tests, 
alone, are inadequate. The clinical picture and 
examination are also, alone, inadequate, and it is 
by a combination of clinical and functional studies 
frequently repeated that the relative respon- 
sibility of the kidneys and heart can be placed. 
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In the clinical absence of cardiac decompensation 
the degree of renal insufficiency, whether paren- 
chymatous or interstitial, will be indicated by 
phthalein. In some mild cases, phthalein may be 
normal and lactose delayed which, in the ab- 
sence of cardiac involvement, means an early 
vascular type of nephritis (Schlayer). Where 
there is cardiac involvement, however, an iden- 
tical functional picture due to chronic passive 
congestion of the kidneys may be found. Phtha- 
lein is invariably decreased in advanced nephritis, 
and for prognosis as to surgical risk this one 
excretory test is quite sufficient, except when it 
is very low, below ro per cent, when the prog- 
nosis is uncertain until the degree and character 
of retention have been determined. The prog- 
nosis is grave in every case with a low phthalein 
but becomes much more serious with evidence 
of retention. 

In the case of cardiorenal disease the phtha- 
lein and blood urea with repetition of tests will 
indicate which of the two, heart or kidneys, is 
more responsible for the severe clinical symptoms. 
Good phthalein with normal blood urea points to 
the heart; low phthalein with nitrogen retention, 
to the kidneys. Improvement of phthalein along 
with restoration of cardiac compensation is favor- 
able from a renal standpoint. Nitrogen retention 
never occurs in purely cardiac conditions and 
unless the chronic passive congestion of the 
kidneys becomes marked, phthalein output is 
not changed; lactose, however, is delayed. 

In renal disturbance from obstruction in the 
lower genito-urinary tract study of total function 
is alone necessary, and what has already been 
written regarding medical diseases applies fre- 
quently here also; as these cases may be renal, 
cardiorenal, or cardiac. But urinary obstruction, 
with or without ascending infection, may be 
alone or largely responsible for the renal disturb- 
ance from the effects of back pressure without 
an associated chronic nephritis, and, with the 
relief of this back pressure many of these cases 
recover completely their renal capacity. The 
surgeon can determine the static, progressive, 
or regressive state under appropriate preliminary 
treatment, retention catheter, etc., and select a 
favorable time for operation. In these cases, re- 
peated phthalein, with blood urea when necessary, 
give all the necessary information. 

Surgical disease of the kidneys, unilateral or 
bilateral, requires study of both the combined and 
separate function and phthalein again is, un- 
questionably, of the greatest value for both. 
The total function determination tells whether 
the disease is bilateral, as in such case it will be 
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reduced. In unilateral disease the total function 
may also be somewhat reduced, because of 
secondary influences of the diseased side upon 
the healthy side, or the healthy side may not have 
sufficiently hypertrophied to take up the addi- 
tional work. A small reduction in total function, 
therefore, is no absolute indication of bilateral 
disease, as the healthy side will regain complete 
function in time or upon removal of the checking 
influences. A total function has the additional 
value of control over the findings of the relative 
and absolute values with ureteral catheterization. 
It will readily demonstrate an error from unilat- 
eral inhibition which, unrecognized, would lead to 
very faulty conclusions. The correction of this 
error in technique, namely, inhibition, is the one 
thing wanting to make kidney diagnosis almost 
perfect. When inhibition occurs the functional 
study must often be repeated, necessitating a sec- 
ond ureteral catheterization with its consequent 
discomfort to the patient. A consideration of the 
total function together with urine-urea per cent 
and urinary pigments on the two sides _ will 
frequently clear the way and avoid the necessity 
of a repetition of the catheterization. In this 
connection the production of an experimental 
polyuria by giving water is most helpful, and the 
exceptional virtues of phthalein become apparent, 
because phthalein is little, if at all, affected by 
dilution. Leakage about one or both catheters 
is a second great source of error. Aside from the 
technical means of control by the use of large, 
Albarran flute-end or Garceau catheters, this 
error can be readily recognized by examining 
the bladder contents at the termination of the 
test, and this examination gives much more defi- 
nite and absolute control with phthalein than 
with any other functional test. Where ureteral 
catheterization is impossible chromocystoscopy 
with indigo-carmin, or phthalein using an 
alkaline irrigating fluid in the bladder (Sehrt), 
is valuable as indicating the diseased or more 
diseased side, and with a previous total phthalein 
determination will often furnish the desired in- 
formation. 

It is folly for the surgeon to complicate surgical 
diagnosis by the use of a host of different tests 
when one or two will furnish all the facts. A 
review of all tests of excretion clearly denotes 
the phthalein technique as the simplest, the most 
accurate, and the most complete. As an indica- 
tion of total function it is incomparable. Blood 
urea is the simplest, most definite, and most 
practical of tests of retention. With these two 
tests the surgeon has an accurate and ready 
means of controlling operative risk, and these 
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tests, properly supplemented in certain ex- 
ceptional conditions, by one or more other 
methods, as indicated, and with the other newer 
means of kidney exploration and examination, 
place kidney surgery second to none in the ac- 
curacy of diagnosis and of the subsequent 
operative or other form of treatment. 
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Zweifel, E.: Technique of Sacral Anesthesia (Zur 
Technik der Sakralanithesie). Muainchen. med. 
Wchnschr., 1914, 696. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author describes briefly his experience with 
sacral anesthesia in 20 cases. He used for the in- 
jections the solution given by Liwen: Sodium bi- 
carb. 0.15, sodium chlorate 0.1, novocaine 0.6, 
dissolved in 30 ccm. of distilled water. In 17 of the 
20 cases the operation was performed without pain. 
They were vaginal operations, such as colporrhaphy, 
plastic operations on the vagina and perineum, 
amputation of the cervix, anterior colpohysterot- 
omy, operation for vesicovaginal fistula, etc. Of 
the remaining 3 cases there was complete failure in 
one, a ventrofixation of the uterus; and in the 2 
others, an Alexander-Adams and a herniotomy, 
chloroform-ether had to be given. From _ his 
experience the author recommends deep extra- 
dural anesthesia with 0.4 novocaine for vaginal 
operations such as those mentioned above. 


Legueu, F.: Local Anesthesia in Prostatectomy 
(L’anesthésie locale dans la prostatectomie). Bull. 

et mém. Soc. de chir. de Par., 1914, xl, 621. 
By Journal de Chirurgie. 


It is scarcely necessary to call attention to how 
much can be gained in this operation by the avoid- 
ance of general anesthesia. Legueu has performed 
15 operations successfully under local anesthesia 
with a o.5 per cent solution of novocaine with 
adrenalin added. 

His technique is as follows: In anesthetizing 
superficial layers he follows Reclus’ technique. ‘The 
bladder must be anesthetized carefully, for the deep 
anesthesia must be administered through the 
bladder incision. Therefore, it is necessary to in- 
ject 8 or 10 gr. of the solution into the bladder wall. 
Legueu generally places in the bladder cavity 10 
or 20 ccm. of the anesthetic solution mixed with 
distending fluid. After the bladder is opened two 
fingers of the left hand are introduced into it to 
explore the prostate. This exploration should be 
made carefully, as the prostate is still sensitive; 
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the finger can feel its sensitiveness decrease as the 
anesthesia progresses. 

To anesthetize the prostate, Legueu makes 7 or 
8 different injections in a crown-shape around it, 
giving 5 to 10 ccm. at each injection. He uses 
special needles constructed for the purpose. They 
are quite long, 30 cm., very resistant, and are made 
with different and special curves. To surround a 
large projecting lobe a large curve is necessary; for 
the anterior angles a short needle with a right angle 
is used. The successive injections must be made 
slowly, directing the point of the needle with the 
two fingers which are not removed from the bladder 
throughout the anesthesia. When the needle strikes 
the adenoma the assistant who is pushing the piston 
feels great resistance; then the position of the needle 
must be changed. When it is properly located the 
liquid penetrates very easily. When all the periph- 
ery of the prostate is anesthetized, two injections 
are made into the intraprostatic urethra. Shortly 
after the completion of the injections, enucleation 
can be performed without the patient feeling it. 
Legueu uses 60 to 70 gr. of the solution for the 
bladder and 60 to 70 gr. for the prostate. The 
operation which formerly took half an hour is 
now reduced to 15 minutes: 12 or 13 for the 
anesthesia of the bladder and 3 for the enuclea- 
tion, tamponing, and placing of the tube. 

J. Dumont. 


SURGICAL INSTRUMENTS AND APPARATUS 


Ayres, W.: An Instrument for Direct Application of 
Radium to Neoplasms of the Bladder. JN. Y. 
M.J., 1914, c, 126. By Surg., Gynec. & Obst. 

The author’s instrument consists of a radium 

carrier within a gold capsule for screening the sec- 
ondary rays. To this is welded a long silver wire, 
which may be used through an operating cystoscope, 
so that the radium container is held against the 
tumor under direct observation. The author recom- 
mends these applications for one hour, three times 
a week. In order to lessen the irritation, he injects 
two ounces of a one per cent solution of alypin into 
the bladder, one-half hour before the introduction of 
the cystoscope, and, during the treatment, the blad- 
der is kept full of a one to four hundred per cent 
alypin solution. Harry Kraus. 
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Sanfords, C. H., and Fitz-Simmons, H.: A Com- 
bined Fracture and Orthopedic Operating 
Table. N.Y. M./J., 1914, c, 74. 

By Surg., Gynec. & Obst. 


The author presents a detailed description with 
drawings of an ingenious table devised to facilitate 
the reduction of congenital dislocations of the hip. 


SURGERY OF THE 


HEAD 


Frangenheim, P.: Fibrous Ostitis of the Skull (Die 
Ostitis fibrosa des Schidels). Beitr. 2. klin. Chir., 
1914, XC, 117. 

By ‘Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Paget’s ostitis deformans and von Reckling- 
hausen’s ostitis fibrosa are both observed in the skull 
and are sometimes classified under leontiasis ossea. 
The two processes are very similar to each other in 
pathological anatomy, but the clinical pictures are 
clearly distinct. Ostitis fibrosa or osteodystrophia 
cystica juvenilis is a disease of youth, while ostitis 
or osteomalacia chronica deformans is a disease of 
adults. 

The literature contains 4 cases of ostitis fibrosa 
of the skull, to which the author adds a case of his 
own. The location of choice is in all cases the 
temporal bone, with or without involvement of the 
surrounding bones—the roof of the orbit, the 
frontal, zygomatic, and parietal bones. 

The beginning of the disease in all the patients 
was in the first decade of life; except in one case a 
trauma was given as the cause. It is manifested by 
a flat swelling, not very sharply circumscribed, and 
of bony consistency; in the réntgen picture it shows 
a shadow that is sometimes irregular and jagged, 
sometimes sharply circumscribed, and is dotted with 
clearer spots and has a zone of sclerotic bone around 
it. The symptoms consist of dragging pain in the 
head, varying in extent, and generally gradually in- 
creasing in intensity, and sometimes there are 
visual disturbances. There are no brain symptoms, 
as the projection of the bone is outward. 

Histological examination shows that the primary 
lesion is fibrosis of the bone-marrow, which leads 
to destruction of bone and secondarily to cyst forma- 
tion. The fibrous marrow, however, still possesses 
osteogenetic properties, as is shown by the abundant 
production of osteoid tissue. The treatment is 
operative, and often requires extensive resection 
and, later, plastic replacement. Attempts should 
be made in all cases to avoid general disease of the 
skeleton, and this can be accomplished even in cases 
where radical removal of all the diseased bone is not 
possible, for often an incomplete operation puts a 
stop to the process even if it does not bring about 
complete recovery. Four further cases from the 
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The advantages claimed for it are: (1) simplicity of 
construction; (2) absolute fixation of the pelvis; 
constant traction is obtainable and is absolutely 
under the surgeon’s control; pressure at the tro- 
chanter is obtainable as desired and at the same time 
permits an efficient plaster to be applied with the 
hip reduced and held in position. R. B. Cor1etp. 
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literature are described that should probably be 
classified as ostitis fibrosa. 

A characteristic point in the history of ostitis 
deformans of the skull is that the circumference of 
the skull gradually increases, so that a larger size of 
hat must be worn from time to time. The changes 
in the skull dominate the clinical picture. The 
broad and prominent forehead looks enormous, 
especially as it is generally accompanied by bald- 
ness; the temporal fossz are filled out and generally 
bulging, the parietal bones are broad and protrud- 
ing. There is no change, or at most only a slight 
widening out of the back part of the head. The 
base of the skull is seldom involved. The lower and 
upper jaws are hypertrophied only in rare cases. 
There is no headache, in some patients the skull 
bones are sensitive to pressure. The réntgen picture 
shows that there is thickening of the bones of the 
skull and shadows of different depths; there are 
islands poor in calcium in the bone. 

In contrast with leontiasis ossea, ostitis deformans 
is characterized by the smoothness of the bones of 
the skull and their impenetrability even by hard 
réntgen rays. In leontiasis ossea there are irregular 
protuberances on the skull bones. The cases that 
are described under this name are quite variable. 
The one thing that appears to be common to all of 
them is that the disease begins at puberty. Almost 
all the patients died in the third or fourth decade. 
In only one case, which is not thoroughly authen- 
tic, there was a cessation, and perhaps even a retro- 
gression, in the disease. In the cases recognized as 
true leontiasis ossea there is no basis in the some- 
what defective case histories for assuming an iden- 
tity of these cases with ostitis fibrosa or ostitis 
deformans. True tumor formations have also been 
classified under leontiasis. From this it can be seen 
that at least four diseases have been described under 
this name: (1) ostitis fibrosa (von Recklinghausen) ; 
(2) ostitis deformans (Paget); (3) diffuse hyper- 
ostoses of the bones of the skull and face (Virchow) ; 
(4) symmetrical family hyperostoses of the jaw 
(Frangenheim). The two first are independent 
diseases and the fourth cannot properly be de- 
scribed as leontiasis ossea, because the marked dis- 
figurement of the face that gives it a lion-like ex- 
pression is not present in it. GENEWEIN. 
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Hamilton, A. S.: Cervical Ribs as a Cause of 
Brachial Neuritis. J.-Lancet, 1914, xxxiv, 321. 
By Surg., Gynec. & Obst. 

A cervical rib is a developmental anomaly, and 
consists in the abnormal development of a nodule 
which, embryologically, can be seen on the anterior 
surface of the transverse processes of all the verte- 
bre. This development occurs most often from the 
seventh cervical vertebra. In a large proportion of 
cases it is bilateral, but usually one rib is better 
developed than the other. Females are more often 
affected — 31 to 11. 

Gruber has classified the size of the ribs as follows: 
First degree, a slight increase of the costal process; 
second degree, a rib protruding beyond the trans- 
verse process to a moderate extent and ending in 
free tissue or attached to some part of the first 
thoracic rib; third degree, a rib extending to a 
cartilage of the first thoracic rib, possesses a com- 
plete body, and is united directly or by means of a 
ligament; fourth degree, a complete cervical rib 
united to the manubrium sterni. 

When the rib, however, is well developed it forces 
the brachial plexus and subclavian artery high up 
in the neck and may cause the following symptoms: 
(1) arterial, (2) vasomotor, (3) sensory, and (4) 
motor. 

If the rib be 5 or 6 cm. or more long it may cause 
pressure on the artery resulting in temporary pallor 
or, in extreme cases, causing complete obstruction 
and resulting gangrene as reported in the author’s 
case. The vasomotor disturbances, such as cyanosis, 
pallor, coldness, and sudden oedema, are due to a 
sympathetic group of fibers from the second tho- 
racic. (Cunningham). 

Sensory symptoms are either subjective or 
objective. The former are those of pain from the 
shoulder to the hand, the pain becoming more 
severe on exercising. This pain is usually most 
severe over the distribution of the eighth cervical 
and first thoracic nerves. Touch is less involved 
than pain. 

Motor symptoms are present in a good many 
cases, often confined to the abductor, aponeurosis, 
and flexor brevis pollicis. Atrophy of the flexors of 
the fingers and hand may cause a distinct claw-hand. 

In the differential diagnosis of cervical ribs, 
rheumatism, alcoholism, syphilis, deficient blood- 
supply, climacteric, and senility should all be con- 
sidered. In conclusion, the author argues that 
every case of persistent brachial neuritis be sub- 
jected to X-ray examination for cervical ribs. 

EUGENE Cary. 


Law, A. A.: The Surgical Aspect of Cervical Ribs. 
J.-Lancel, 1914, XxXiv, 330. 

By Surg., Gynec. & Obst. 

Law briefly summarizes the symptoms and 

diagnosis of cervical ribs, and discusses, in detail, the 

operation he has found most useful in this condition. 
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At the end he reports two cases, one of which he says 
is unique because it is the only case reported where 
both cervical ribs were removed. 

His operation is as follows: A vertical incision 
paralleling the border of the scalenus medius is 
first made. Next the scalenus anticus muscle should 
be dissected out and severed, care being taken not 
to cut the phrenic nerve which lies on its inner 
aspect. The subclavian artery and lower brachial 
plexus are freed by blunt dissection, the artery 
being retracted downward and the nerves upward. 
This exposes the rib, which may be cut away with 
bone forceps; the dome of the pleura is separated 
from its inner aspect and the intercostal muscles 
cut. McKenna advocates taking a small muscle-flap 
from the scalenus medius and bringing it under the 
artery and nerves over the first rib, in order to make 
a cushion to protect them from the roughened bone. 

EUGENE Cary. 


Maranon, G.: Hyperchlorhydria and Hyperthy- 
roidism (Hyperchlorhydrie et hyperthyroidisme). 
Rev. de méd., 1914, Xxxiv, 161. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Among the great number of functional disturb- 
ances of the stomach there is a group caused by dis- 
turbances of the glands of internal secretion; hyper- 
chlorhydria and hypersecretion especially are often 
the result of hyperfunction of the thyroid gland 
and associated with it. The manifestations of 
hyperthyroidism are manifold; two forms are to be 
distinguished, the sympathicotonic, with stimula- 
tion of the vegetative nervous system, and the 
vagotonic, with stimulation of the autonomous 
system. The former corresponds to typical Base- 
dow’s disease; the latter shows-no goiter, no exoph- 
thalmos, no tachycardia, but subjective heart 
symptoms, severe sweat, diarrhoea, disturbance of 
the respiratory rhythm, and stomach symptoms with 
hyperchlorhydria. 

A series of cases carefully examined by the author 
confirm this theory; the first three cases had severe 
stomach symptoms without the cause of the hyper- 
chlorhydria being suspected; extirpation of the 
thyroid caused recovery. In another case the 
hyperthyroidism recovered spontaneously and the 
stomach symptoms then disappeared. Five cases 
were cured by rest, milk diet, and quinine. In 
cases 6 and 7 the symptoms disappeared promptly 
on the administration of antithyroid serum; case 8 
was not affected by this, nor were cases 10 and 11 
affected by atropine. 

Among 53 cases of hyperthyroidism that the 
author observed there were stomach symptoms in 
30 per cent, due to hyperchlorhydria, except in one 
case, in which the patient was undergoing the meno- 
pause and had a neoplasm of the stomach. The 
literature gives vague or contradictory reports, due 
to the fact that it classifies most typical Basedow 
cases with constitutional asthenia, in which the 
achylia cannot be attributed to the hyperthyroid- 
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ism. In the author’s cases the hyperthyroidism 
was of the vagotonic type, and hyperchlorhydria is 
the rule in these cases; it disappears when the hyper- 
thyroidism is cured either spontaneously or as the 
result of treatment. The administration of large 
quantities of thyroidine also leads to stomach dis- 
turbances with hyperchlorhydria by stimulation of 
the vagus; the stimulation of the vagus, according 
to Pawlow and Gaglio, causes an increase in the 
secretion of gastric juice. 

In the vagotonic cases there is hyperacidity and 
hypersecretion, sometimes without symptoms, often 
with pain, and, on the other hand, in hyperacidity 
there is vagotonus — marked reaction to pilocarpine 
and atropine. A young man had hyperchlorhydria 
and ulcer; after recovery the injection of 1 cg. 
pilocarpine caused extreme vagotonic reaction and 
severe stomach symptoms, vomiting, and increased 
acidity. 

Vagotonus seldom occurs alone; it is generally 
accompanied by disturbances of internal secretion, 
especially of the thyroid gland. The typical stom- 
ach disturbance in vagotonic hyperthyroidism is 
hyperchlorhydria; on the other hand, achylia is 
found with insufficiency of the thyroid. However, 
in the latter there is often hyperchlorhydria also, in 
which case the paradoxical situation is seen of its 
disappearing on the adminstration of thyroid sub- 
stance. In hyperthyroidism the existence of hyper- 
chlorhydria is an indication for energetic anti- 
thyroid treatment (atropine, operation), and in 
nervous hypersecretion and hyperacidity, examina- 
tion should be made for vagotonus and hyperthy- 
roidism. STREISSLER. 


Farrant, R.: The Causation, Prevention, and Cure 
of Goiter, Endemic and Exophthalmic. Brit. 
M.J., 1914, ii, 107. By Surg., Gynec. & Obst. 

The object of Farrant’s paper is to record ob- 
servations on 85 cases of goiter, exclusive of simple 
hyperthyroidism, as to the relationship between 
toxemias and diseases of the thyroid; to prove that 
in cases in which the thyroid is diseased the causa- 
tory micro6érganism or toxemia can be determined; 
to show that in this way diseases of the thyroid can 
not only be cured but also prevented. 

The writer brings forward strong clinical and 
experimental evidence warranting the following 
conclusions: 

Exophthalmic goiter is due to a combination of 
toxemias of an intensity sufficient to cause a hyper- 
plasia with absorption of the colloid material. 
The primary seat of infection is usually the mouth 
(pyorrhoea alveolaris), nose, and sinuses, or the lung. 
Some of the common microérganisms found in 
infections of these parts, such as the streptococcus, 
staphylococcus, and pneumococcus, have no effect 
upon the thyroid. Bacillus catarrhalis, and bacillus 
tuberculosis, on the other hand, can cause a com- 
plete hyperplasia, as found by inoculation of 
guinea pigs. A nervous shock may lead to the 
diagnosis of exophthalmic goiter by suddenly 
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bringing into evidence the symptoms of hyper- 
thyroidism. 

Exophthalmic goiter can be prevented by the 
detection of the early cases of hyperthyroidism and 
the subsequent removal of the causatory toxemia. 
Exophthalmic goiter can be cured if the causatory 
agents be removed before degeneration has occurred, 
either in the gland, or in those organs that are 
affected by the hypersecretion. When degeneration 
has taken place in the thyroid, removal of the 
toxemias causes involution to take place only in the 
hypertrophied portion; the adenomata and cysts 
are left. These require appropriate surgical treat- 
ment, as they to a certain extent keep up the symp- 
toms of thyroid excess. Surgical treatment without 
removal of the cause is followed by recurrence 
unless so much of the gland substance has been re- 
moved that hypersecretion is impossible. 

Endemic goiter is caused by the toxins from the 
atypical forms of bacillus coli. The mutants are 
usually conveyed by water. They become in- 
digenous in the intestine, and different mutants of 
the bacillus coli are to be found in the faces in 
cases of endemic goiter, while they are but rarely 
present in the feces of non-goitrous individuals. 
The mutants set up an apyrexial toxemia, which 
stimulates the thyroid, thus leading to a colloid hyper- 
plasia and, eventually, to enlargement of the gland. 
The whole process can be imitated in laboratory 
experiments on guinea pigs. Endemic goiter is 
preventable by the avoidance of water contamina- 
tion and by the sterilization of contaminated water. 
It can be cured by the administration of intestinal 
antiseptics; the gland returns to normal providing 
no degeneration has taken place. The gland as a 
whole involutes to normal, but the adenomata and 
cysts are left. Rosert H. Ivy. 


Buford, A. G.: Simple Goiter, a Compensatory 
Hypertrophy; Its Symptoms and Relation to 
Other Clinical Types. //linois M.J., 1914, xxvi, 7. 

By Surg., Gynec. & Obst. 


Buford states that no matter what complex 
features may present themselves microscopically in 
goiters, glandular hypertrophy is present in some 
part of the sections. For this reason he believes that 
simple goiters should be classed as toxic and atoxic. 

He believes that all goiters not associated with 
neoplasms have their beginning as compensatory 
hypertrophies; that the appearance of the goiter 
depends on the stage and character of the patho- 
genesis and that the constitutional symptoms appear 
in proportion to the need of thyroid secretion; also 
most simple goiters are cured by thyroid feeding. 

The symptoms associated with simple goiter arc: 
The thyroid is enlarged, either locally, or there is a 
diffuse enlargement. Nodularity is usually due to 
some pathological change, as colloid accumulations, 
adenomatous or fibroid changes. 

The constitutional symptoms are most important. 
The child or adolescent is usually below the standard 
of health and development. Younger children usu- 


ally have a weak voice, frail stature, muddy and 
pimpled skin, poor muscular tone, and drooping 
posture; or clear skin and flushed cheeks, and rapid 
and regular pulse—72 to 120. 

The blood-pressure is low and the vasomotor tone 
pure, but the hemoglobin is usually high—78 to 90 
or 100. The disease, therefore, has no relation to 
chlorosis. Pronounced albuminuria with casts may 
be present. Signs of malnutrition and great exhaus- 
tion are prominent. 

The treatment consists in supplying the patient 
with thyroid substance. At first 0.5 to 3 grains of 
the dessicated extract every 12 hours; after a iew 
days the dose is taken every 6 hours. After the 
patient’s tolerance is gauged 1 to 1 grain doses are 
given every one to one and one-half hours. The 
dose is stopped or diminished whenever hyper- 
thyroidism is induced. The dose should be gauged 
by the increased pulse rate, induced tremor, and 
composed or anxious appearance. 

Improvement is estimated by the gain in strength 
and endurance and by the diminution in pulse rate. 

The author believes that children and adolescents 
are helped over certain periods of development after 
which the thyroid becomes competent. He dis- 
courages operative procedures for these simple 
goiters. EuGENE Cary. 


Pettavel, C. A.: Pathological Anatomy of Base- 
dow’s Disease (WeitererBeitrag zur pathologischen 
Anatomie des Morbus Basedowii). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1914, xxvii, 694. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports 8 cases (6 of them in women) 
of severe Basedow’s disease, 3 of whom died after 
the operation and 5 of intercurrent diseases. A 
study of the detailed reports of the examinations 
gives the following results: Thyroid, one paren- 
chymatous and one colloid goiter. There were 
always undoubted signs of proliferation of the paren- 
chyma and thinning of the colloid. There were 
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Greenough, R. D., and Simmons, C. C.: Results of 
Conservative Treatment of Cystic Disease of 
the Breast. Ann. Surg., Phila., 1914, lx, 42. 

By Surg., Gynec. & Obst. 


Under this title the authors include cases in 
which “‘a diffuse process involves a large part if 
not the whole of the breast, or of both breasts,’ 
and in which there is an “increase in the inter- 
lobular connective tissue and dilatation of the gland 
ducts into macroscopic microscopic cysts.” 

Eighty-three cases form the basis of this paper: 
62 cases are alive and well; 13 cases showed sooner 
or later a return of the disease; 4 cases developed 
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polymorphous vesicles, desquamation, formation of 
papillz; in the stroma there were lymphocytes and 
plasma-cells. In the thymus twice there was invo- 
lution. The weights in the other cases were 31, 50, 
23, 25, and 110 gm. There was not only per- 
sistence but mixed hyperplasia. The eosinophile 
cells showed variations. The adrenals were small 
and hypoplastic except in the two cases with small 
thymus. There is therefore an antagonism between 
the two organs. The large size of the center of the 
medullary portion of the adrenals, on the other 
hand, indicated a capacity for increased work. 
Status lymphaticus was found in five cases. Espe- 
cially noteworthy is the finding of lymph-follicles 
with a germinal center in the medullary portion of 
one case. The ovaries showed atrophy, macro- 
scopically. 

As to the relation between Basedow’s disease and 
hypertrophy of the thymus the author gives the 
following conclusions based on his own 11 cases: 
Hyperplasia is lacking in 25 per cent of the cases. 
Therefore it cannot be said that hypertrophy of 
the thymus is a constant symptom in Basedow’s 
disease, in contrast with the histological changes 
which are regularly found in the thyroid. The 
hyperplasia of the lymphocytic part of the thymus 
rests on the same basis as that of the rest of the 
lymphatic system and is to be regarded as the result 
of the irritation from the secretion of the diseased 
thyroid. 

The thyroid increases the activity of the chro- 
maffin system; the thymus inhibits it. It seems 
possible that after the hemi-excision of the thyroid 
the inhibitory action of the thymus prevails to such 
an extent that the deaths which sometimes follow 
the operation are due to a secondary stoppage of the 
function of the adrenals. This theory is in accord 
with the good results that follow when the thymus 
is also excised. The very frequent lymphocytosis 
in Basedow’s disease is not a symptom of a status 
lymphaticus, but is of thyroid origin. Hotz. 
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carcinoma of the breast after partial operation for 
cystic disease of the breast. 

The authors conclusions are: 

1. Partial operations should not be attempted for 
widespread cystic disease of the breast. 

2. Exploratory removal of a nodule, suspected of 
being carcinoma, by local excision is dangerous; the 
safest procedure is removal of the entire breast, with 
the pectoral fascia. 

Carcinoma occurs in to per cent of cases of cystic 
disease of the breast. The operation of local ex- 
cision or partial plastic resection should be restricted 
to the earliest and mildest types of cystic disease. 
A review of the 83 cases is appended. 

IstpoRE 


496 


Krause, P.: Treatment of Carcinoma of the Breast 
with Réntgen Rays (Uber die Behandlung der 
Mammacarcinome mit R6ntgenstrahlen). Jub.- 
Kong. d. deutsche Réntgen-Ges., Berl., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Krause believes that operable cases should be 
operated on; he sees no advantage in preceding 
operation by réntgen treatment, but on the con- 
trary believes the loss of time involves certain 
dangers, such as metastases in glands. Operation, 
as well as réntgen treatment, is a local treatment 
that cannot influence the general disease. There- 
fore in operable cases the immediate removal of the 
tumor by operation is the more rational procedure; 
in recurrences, where a large lymphatic region is 
involved, réntgen treatment is more rational. 
Operable cases that have to be treated by radio- 

therapy because the patient refuses operation, give 
chances of success only when the tumor is small and 
the patient not obese. Inoperable cases generally 
give a bad prognosis; only the ulcerous forms are 
more favorable. Réntgen treatment of recurrences 
gives good prospects so long as cachexia has not 
begun and the dissemination is not very extensive. 
The treatment must be continued systematically for 
a long time. Prophylactic radiotherapy after op- 
eration is very earnestly to be recommended, and 
here too it must be systematic; the whole of the 
thorax and neck must be irradiated. An anterior 
and posterior region for irradiation should be chosen 
on each side. Prophylactic treatments should be 
given in a series each month and, on an average, 
continued for a year. SELBSTBERICHT. 


Torek, F.: Interpleural Pneumolysia, an Operative 
Procedure in Pulmonary Tuberculosis. Surg., 
Gynec. & Obst., 1914, xix, I. 

By Surg., Gynec. & Obst. 
_ The value of the pneumothorax treatment as an 
aid in combating tuberculosis of the lungs is pretty 
generally acknowledged. In many advanced cases, 
however, the pleural cavity is practically if not 
completely obliterated by adhesions, so that it is 
impossible to inject the nitrogen. In other cases, 
where only a limited portion of the pleural cavity is 
free from adhesions, the collapse of the lung pro- 
duced by the injection of nitrogen will be too slight 
to be of much value, as the cavities in the lungs would 
fail to be obliterated or would collapse to a limited 
degree only. 

In these cases extensive removal of the ribs on 
the affected side from the first or second to the tenth 
or eleventh has been done to bring about the de- 
ired collapse of the lung. This operation, when 
performed in advanced cases, has a rather high 
death rate, a number of the deaths being due to 
insufficient oxygenation of the blood, a result of 
instability of the mediastinum, owing to the lack of 
support on that side of the chest from which the 
ribs were removed. The mediastinum is drawn to 
the unoperated side on inspiration and forced toward 
the operated side on expiration. In consequence 


the lung on the operated side is neither satis- 
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factorily expanded on inspiration nor properly 
emptied on expiration. 

Torek’s operation accomplishes the desired col- 
lapse of the lung by an operation which is not only 
simpler of performance but also preserves the bony 
frame of the chest. It consists in separating the 
adhesions between the visceral pleura. Anesthesia 
is conducted by intratracheal insufflation. An 
incision about six inches long is made in the sixth or 
seventh intercostal space at the posterolateral 
aspect of the chest down to the pleura, and after all 
hemorrhage has been stopped the pleura is divided. 
The patient is now placed with the head low, so that 
the contents of a cavity may run into the mouth 
and not into the opposite lung. The adhesions in 
the immediate vicinity of the incision are first 
separated with the tip of a finger, the ribs being held 
apart. The separation proceeds further, until 
finally the whole hand is introduced to liberate the 
more distant parts of the lung. Care must be 
taken not to injure the wall of a lung cavity, as, 
owing to a valvelike action at the site of the tear, 
the inspired air would enter the pleura more easily 
than it could get out and a subcutaneous emphysema 
would result. The probability of an infection of 
the pleura would also exist. When the separation 
of adhesions has been completed, the lung will 
collapse, and it is not to be reinflated before closing 
the thorax. The two ribs which had been spread 
apart are approximated by pericostal sutures of 
silk or chromicized catgut, after which the muscles 
and skin are sutured. 

A case, described by the author, had an affection 
of the entire left lung and of the upper and middle 
lobes of the right lung. In the left lung there was a 
large cavity. At the operation the wall of the cavity 
was injured and an emphysema resulted; later also 
an infection of the pleura, which was then drained. 
The important points in the history are the fol- 
lowing: The patient, who was an absolutely hopeless 
case, bore the operation itself well; secondly, there 
was a marked diminution of the cough after the 
third day; thirdly, the temperature, which had been 
high. dropped almost to the normal by the end of the 
first week; fourthly, an X-ray picture taken nine 
days after the operation showed that the lung cavity 
had disappeared; finally, there was also a subjective 
improvement. The patient did well until the fifth 
week, when diarrhoea set in, causing death. 

The operation of interpleural pneumolysia is to be 
considered in cases where the ordinary pneumotho- 
rax treatment would be indicated, where, however, 
the extent of the adhesions either renders that treat- 
ment impossible or permits but an imperfect col- 
lapse of the lung. In cases of bronchiectasis similar 
indications would hold good. 


Fenoglietto, E.: Thoracocentesis without Aspira- 
tion (Toracentesi senza aspirazione). Riv. crit. di 
clin. med., 1914, XV, 129. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
This article gives a historical review of the meth- 
ods of emptying pleural effusions. The appre- 


hension of the entrance of air has led to the use of 
different kinds of apparatus for aspiration and, 
lately, to the insufflation of purified gases. The 
latter procedure has been heralded as affording the 
possibility of completely evacuating collections of 
fluid at one sitting without variations in pressure, 
hindering the return of the exudate and formation 
of adhesions, and protecting the lungs against tuber- 
culosis. 

It is the aim of the author to show that the punc- 
ture of the thorax with the ordinary trocar, as has 
recently been recommended by the Japanese 
Kawahara, is not only the simplest method but 
offers the same advantages by allowing the un- 
hindered entrance of ordinary atmospheric air into 
the pleural cavity. Ina period of 6 years 207 cases 
of exudative pleuritis with different causes, but 
mostly serofibrous in character, were treated by 
this method; the great majority of them (183) only 
had to be punctured once, the rest several times. A 
marked contrast with the aspiration method was 
in the shortening of the duration of treatment. 
Transformation of the serous effusion into empyema 
was observed in three cases, but these had originally 
been very rich in corpuscles and also contained 
pneumococci, so that the author does not believe 
that the puncture was responsible for it. 

The antitubercular effect of the pneumothorax is 
not of great importance, for it lasts too short a 
time; also the prevention of adhesions seems, on the 
same ground, to be purely theoretical in nature. 
But from his experience with the ‘ Japanese” 
thoracocentesis the author finds (1) that it is to be 
recommended for its simplicity and that it has de- 
stroyed all fear of the entrance of air into the pleural 
cavity; (2) that neither the age of the patient nor 
the amount or kind of the effusion are any contra- 
indication to the use of the method; (3) that acci- 
dents due to sudden decompression are excluded, and 
that great quantities of fluid can be evacuated at 
one time, generally with a fall of temperature by 
crisis and with a shortening of the duration of treat- 
ment, so that the method is especially suitable for 
cases of acute febrile pleurisy. FIeser. 


Dunlop, H. G. M.: Empyema in Children. Edinb. 
M.J., 1914, xiii, 4. By Surg., Gynec. & Obst. 
A number of definite observations and conclusions 
are given, based upon a study of 98 cases of empyema 
in the Sick Children’s Hospital. Pleural effusion 
occurred once to every g cases of pneumonia and 
showed a marked tendency to purulency the young- 
er the child. In 59 cases under three years 53 
were purulent, with a doubt as to some of the re- 
maining 6 cases. After the age of ten the pro- 
clivity towards purely serous effusion is well es- 
tablished. Analysis of the fluid in 98 cases showed: 
In 53 cases — pneumococcus alone. 
In 16 cases — streptococcus alone. 
In 14 cases — pneumococcus and streptococcus. 
In 3 cases — staphylococcus alone. 
In 1 case — staphylococcus and pneumococcus. 
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In 2 cases — staphylococcus, streptococcus, and 
pneumococcus. 

In 3 cases — tubercle bacilli alone. 

In 6 cases — no growths. 

Most cases are secondary, many complicating 
lobar pneumonia, 69 per cent in this series, and much 
less frequently are found as an aftermath of bron- 
chopneumonia. In contrast with adults the con- 
dition is seldom due to the tubercle bacilli. 

The onset may be acute, often with a convulsion 
occurring during the course of the primary disease, 
or it may be very insidious. Many cases enter 
the hospital under the diagnosis of atrophy, mili- 
ary tuberculosis, or congenital syphilis. In the 
symptomatopogy stress is laid on the very sick, 
pinched, and anemic appearance of the child, which 
changes to an earthy color as the rapid emaciation 
characteristic of the condition ensues. There is 
usually some cough and dyspnoea, though the latter 
may be very slight even in the presence of massive 
effusion. In most cases there is a rise of tempera- 
ture of four or five degrees, but in very weak and ema- 
ciated infants it may be absent. There is generally 
a leukocytosis of 20,000 to 30,000. The skin is 
usually dry and harsh and after a time the fingers 
tend to have a club-shaped appearance. 

The observation of others as to the presence in 
many cases of tubular breathing over large effusions 
in children is confirmed. The displacement of the 
heart and the presence of a tympanitic area over 
a resistant flatness extending to the base of the lung 
are held very valuable diagnostic signs. Purulent 
pericarditis was by far the commonest complication 
and is to be suspected when improvement fails to 
take place following drainage. In differentiation 
from serous pleurisy and other pathological con- 
ditions of the chest the needle should be unhes- 
itatingly employed. The author’s mortality was 
1g per cent, and he especially emphasizes the grave 
prognosis under two years of age. 

Evacuation of the pus should be performed on 
diagnosis. Incision of the pleura in the sixth 
midaxillary interspace is favored instead of the 
more radical resection of a rib. In a small per- 
centage of cases this will not suffice, for drainage 
and resection must be done. Incision, as an opera- 
tion, is simple and the attendant shock is slight. 
These considerations are of vital importance for the 
recovery of the child. Previous aspiration should 
always be performed both for confirmation of 
diagnosis and lessening the shock created by a 
large sudden evacuation from the pleural cavity. 
As a routine method of effecting cure it is only occa- 
sionally adequate, and dependence on it is fraught 
with great danger. EvucEnE J. O’NEILL. 


Pribram, E. E.: Treatment of Pleural Empyema 
and Abscesses of the Lungs (Die Therapie der 
Pleurempyeme und Tungenabscesse). Arch. ff. 
klin. Chir., 1914, ciii, 871. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The methods of treatment used at the von 
Eiselsberg clinic for the past thirteen years and their 
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results in 100 cases of pleural empyema or lung 
abscess are discussed. A short historical review 
gives the changes in the treatment of purulent 
processes in the lungs and pleura during these 
years (Bulau, Simon, Perthes, Schede, Delorme, 
and others). 

Of 60 male patients 23, 38.4 per cent, were cured; 
16, 26.6 per cent, improved; 20, 33.3 per cent, died, 
and 1, 1.7 per cent, were discharged unimproved. 
Of 40 female patients 21, 52.5 per cent, were 
cured; 11, 27.5 per cent, died; 7, 17.7 per cent, 
improved; and 1, 2.5 per cent, was discharged unim- 
proved. The more favorable results in the females 
are explained, in part, by the fact that some of the 
men came to the hospital in very bad condition. 

From the purely bacteriological standpoint the 
author adopts von Hockenegg’s classification. 
Empyema in children is generally metapneumonic 
in nature and mild in course. Of 20 children under 
14, 11 recovered completely and 3 were markedly 
improved. Of 23 metapneumonic cases 19 were 
discharged cured and only 3 died. 

The prognosis of tubercular empyema in young 
individuals with only slight involvement of the 
lungs is very good as to life; but it takes a long time 
for their recovery. Heliotherapy in one case was a 
valuable supplement to surgical treatment. Five 
cases of streptococcus empyema ran a favorable 
course, two of them after scarlet fever. Four cases 
of inflammation of the pleura appeared after ab- 
dominal diseases, 3 of them being fatal; one each 
after liver abscess, perinephritic abscess, and sub- 
phrenic abscess. Secondary empyemas, which were 
a part of a general sepsis, were almost always fatal. 
Some inflammations of the lungs, without the 
coexistence of pleural empyema, showed a not 
unfavorable prognosis when operated on at the 
right time. Among 8 cases 5 were cured, 1 improved, 
and 2 died. The course is more severe when there 
has been a rupture into the pleural cavity. It is 
important to operate as early as possible while the 
general condition is yet good. Exploratory puncture 
and réntgen illumination are important aids in 
diagnosis. 

In treatment the author recommends resection 
of the sixth, seventh, and eighth or more ribs and a 
small opening of the pleura—which is afterward 
enlarged—for slow evacuation of the pus. In lung 
abscesses, when there are no adhesions, the lungs 
should be sutured to the thoracic wall, or if this is 
not possible the pleural cavity should be tamponed 
before opening. The use of hyperpressure is to be 
recommended. The cavity should later be irrigated 
with a 3 per cent boric acid solution. Biilau’s 
method is to be recommended only in mild meta- 
pneumonic empyemas or as an emergency opera- 
tion. Accurate suture and air-tight closure of the 
wound are sufficient for after-treatment; Perthes’ 
apparatus is only rarely used. In the treatment of 
chronic empyema Schede’s thoracoplastic operation 
is of value. This operation may be performed under 
local anesthesia; in sensitive patients a few drops 
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One hundred case histories 
NAEGELI. 


of ether may be given. 
are given in conclusion. 
Bernard, C. E.: Hypertrophy of the Thymus. 
(L’hypertrophie du thymus). Théses de doct., 
d’ Alger, 1913. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The case on which this work is based shows that 
radioscopy is not only important but almost indis- 
pensable in the diagnosis of hypertrophy of the 
thymus. The first symptom is spasm of the larynx 
caused by irritation of the recurrent laryngeal; 
later there is compression of the trachea. Atten- 
tion is called to the development of a collateral 
circulation in the thorax through stasis in the 
vena azygos and superior vena cava. 

The treatment is either purely surgical or radio- 
logical. Thymectomy stands first on account of 
the harmlessness of the operation and the good 
results from it. The strictest asepsis is very im- 
portant in this operation. Drainage should not be 
established and preceding tracheotomy should be 
avoided. The only danger in the operation is the 
possibility of mediastinitis. In the author’s case, 
thymectomy, which had been preceded by tracheo- 
tomy, was followed by purulent mediastinitis. The 
patient recovered. 

The danger of drainage lies in leaving the wound 
open. In all cases where thymectomy alone is 
performed, without drainage, without tracheotomy, 
without removal of diseased glands, without sterno- 
costal resection, and with strict asepsis, recovery is 
rapid and complete. Recently irradiation has been 
used as a supplement to surgical treatment. In- 
juries to the skin should be very carefully avoided. 
The duration of treatment varies from three weeks 
to two months, the doses from 9 to 20 H. 

Fritz Loes. 


Klose, H.: The Thymus Gland and Rickets (Thy- 
musdriise und Rachitis). Zentralbl. f. allg. path. u. 
path. Anat., 1914, xxv, I. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Some attempted explanations of rickets con- 
sider only toxins affecting the osseous system; 
others assume that the cause lies in a disturbance 
of calcium metabolism. Both explanations are 
wrong. Rickets is found most frequently in the 
months in which the chief activity of the thymus 
gland occurs. 

Basch was the first to discover, in 1903, that after 
thymectomy in dogs there were changes in the 
skeleton that corresponded to those of spontaneous 
rickets in dogs. Matti, in 1912, identified the 
changes in the bones of thymectomized dogs 
morphologically with those of rickets, but did not 
draw any conclusions as to identity in etiology. 

The latest research of the author justifies the 
conclusion that a surgical thymectomy, performed 
at the right time on suitable animals, produces in 
the skeleton of species of animals that are practically 
free from spontaneous rickets a disease which in 
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all respects shows the findings typical of human 
rickets. Dogs, pigs, goats, chickens, and rats 
were used as experimental animals. The experi- 
ments on the latter are of special importance, for 
Morpurgo succeeded in producing on rats a typical 
rickets by inoculation with diplococci obtained from 
a case of endemic osteomalacia. Here the nodules 
at the juncture of the costal cartilages and ribs, 
which are characteristic of severe cases of human 
rickets, appeared. The microscopical findings were 
also typical. It will take further research to show 
what réle disease of the thymus plays in the pro- 
duction of rickets, but a study of the thymus as well 
as of the epithelial bodies should not be neglected. 
STREISSLER. 


TRACHEA AND LUNGS 


Meyer, W.: On Bronchiectasis. Ann. Surg., Phila., 
1914, lx, 7. By Surg., Gynec. & Obst. 
The author gives a summary of the etiology, 
pathology, diagnosis, and treatment of bronchiec- 
tasis. The author’s opinion of the present status 
of surgical treatment for this disease is expressed 
in his closing paragraph: 

“If a patient comes to a surgeon to-day with a 
well-developed diffuse bronchiectasis and asks for 
relief, he should be told that at the present moment 
we have two operative methods of treatment at our 
disposal. The one entailing comparatively little 
risk, and to be done in stages, will change the 
anatomical structure of the lung and make it 


collapse, but in all probability will only improve 
the trouble to a greater or less extent; while the 
other one, consisting in the extirpation of the 
diseased lobe or lobes of the lung, if successful 


may cure but is still a dangerous procedure. The 
patient or his guardian must decide which course 
should be followed. It is to be expected that the 
majority will select the first procedure. Pneu- 
mectomy, then, always remains as a last resort, 
should the less serious operation fail to bring 
sufficient relief.” BaRNEY Brooks. 


Mumford, I. G., and Robinson, S.: The Surgical 
Aspects of Bronchiectasis. Ann. Surg., Phila., 
1914, Ix, 20. By Surg., Gynec. & Obst. 

The paper is based on the study of twenty cases 
of bronchiectasis. The authors’ conclusions are as 
follows: 

1. Granted that bronchiectasis is commonly the 
result of bronchial obstruction by foreign body, 
tumor, or disease, the first indication in therapy 
should be the removal, if possible, of this obstruc- 
tion. Bronchoscopy for the removal of a foreign 
body has not infrequently arrested bronchiectasis. 

2. Inthe earlier stages of bronchiectasis, nitrogen 
gas injection producing artificial pneumothorax is 
indicated, and should always be tried. 

_ 3. Pleuropneumolysis, or extensive rib resection, 

is a dangerous procedure, with additional dangers 

in bronchiectasis. It should be employed only when 
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adherent pleura prevents the introduction of nitro- 
gen gas. Even then it is a dangerous procedure, and 
one of doubtful value. 

4. In late cases of bronchiectasis, when the 
disease is obviously confined to one lobe, lung re- 
section is the sole hope of surgical cure. The 
attempt at lung resection at a one-stage operation 
has been attended with high mortality. Occasional 
successes do not prove that the one-stage amputa- 
tion will become the method of choice. For the 
time being, at least, the general surgeons should 
first produce compression of the lung by artificial 
pneumothorax or pulmonary arterial ligature, 
second, and much later, he should excise. Mean- 
while let us hope that the student of thoracic sur- 
gery will develop the one-stage excision. 

BARNEY Brooks. 


Murphy, F. T.: The Choice of Anesthetic in Operat- 
ing for Abscess of the Lung. Ann. Surg., Phila., 
1914, lx, 36. By Surg., Gynec. & Obst. 

The introduction of positive and negative pressure 
methods by Lauerbruch, Brauer and Peterson, and 
Meltzerand Auer have made progress in intrathoracic 
surgery possible. Murphy thinks that non-tuber- 
culous abscesses of the lung should be healed the 
same as any other abscesses and drainage instituted 
so as to limit the spread of the infection and to 
conserve the strength of the patient. Sharp dis- 
tinction should be made between intrathoracic 
operations in which the pleura will be opened and 
those in which the pleura will not be opened. 
Adhesions walling off the pleura are formed in 50 
per cent of cases by Nature. In those cases in which 
the pleura has not been so walled off the operation 
should be performed in two stages. 

In the first stage the skin-flap is turned back, the 
ribs resected subperiosteally, and the lung sutured 
to the pleura; gauze may be used. At the second 
operation the abscess is opened through the adhe- 
sions. 

Considering the late effects of chloroform, the 
author says: “I think we can no longer justify its 
use as a general anesthetic.” Ether is irritating to 
the respiratory mucous membrane. 

““Any general anesthetic increases the danger of 
pulmonary infection and should be used only in cases 
in which, on account of the failure to localize the 
cavity, preliminary exploration of the lung is neces- 
sary, or in children who cannot be controlled with a 
local anesthetic.” IstporE Coun. 


HEART AND VASCULAR SYSTEM 


Proust, R.: Distant Result of a Suture of the 
Heart, following a Wound by Pistol-Shot. 
Ann. Surg., Phila., 1914, lix, 968. 

By Surg., Gynec. & Obst. 

Four years ago the author operated on a boy 15 

years old for a gunshot wound of the heart, with 
apparently complete recovery. 

When first seen the boy was dyspneeic and very 
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thirsty, showing evidences of shock. The pulse was 
100, very irregular, and of poor quality. The beat 
of the heart was muffled and the dulness enlarged 
at the base; from the bullet wound came a continu- 
ous stream of blood. 

Operation was performed and the pericardium 
opened. It was found to be filled by a blood-clot 
around the base of the heart. When this clot was 
removed, a spurting wound was noted in the left 
ventricle; this was closed. In closing the peri- 
cardium a rubber tube drain was used. This drain 
became plugged and caused some retention of a 
serous fluid, but on removing the drain the symp- 
toms all cleared. 

After leaving the hospital the boy took up his 
duties as messenger boy without any difficulty. 

Four years later an X-ray photograph showed a 
normal heart except for a notch at about the level 
of the old scar and a narrowing of the lower por- 
tion of the oesophagus, probably due to an old 
pericarditis. EUGENE Cary. 


Carrel, A.: Experimental Operations on the Orifices 
of the Heart. Ann. Surg., Phila., 1914, Ix, 1. 
By Surg., Gynec. & Obst. 


The author gives a report of experimental work 
on animals, undertaken for the purpose of investi- 
gating the possibility of performing certain plastic 
operations on the orifices of the heart. The animals 
were anesthetized by the Meltzer-Auer method. 
The heart was exposed and the circulation arrested 
by the application of a “large soft jawed forceps” 
across the pedicle. The technique and results of 


ABDOMINAL WALL AND PERITONEUM 


Hilse, A.: Experimental Studies in Free Trans- 
plantation of Fat, in Hemorrhage from Paren- 
chymatous Abdominal Organs (Experimentelle 
Untersuchungen iiber freie Fetttransplantation bei 
Blutungen parenchymatéser Bauchorgane). Arch. 
f. klin. Chir., 1914, ciii, 1042. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author gives a description of 19 cases of free 
transplantation of fat for defects in parenchymatous 
organs: to of them in the liver, 5 in the spleen, and 
4 in the kidney; 13 of them were performed on 
rabbits and 6 on dogs. In 6 cases also fascia was 
transplanted in rabbits, 3 times in the liver, once in 
the spleen, and twice in kidney resections, and in 1 
case an injury in the liver was covered with omen- 
tum. 

In dogs the fat was taken from the subcutaneous 
cellular tissue from the abdominal incision, but in 
rabbits it was taken from the thigh and carefully 
dissected from the fascia. The fat-flaps were 
wrapped in warm compresses of physiological salt 
solution and generally applied to the bleeding place 
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SURGERY OF THE ABDOMEN 


three types of operation are described: (1) opening 
of the aorta and cauterization of the sigmoid valves; 
(2) suture of the sigmoid valves of the pulmonary 
artery; (3) patching of the pulmonary artery and 
arterial cone. The last type of operation, which was 
for the purpose of enlarging the pulmonary orifice. 
was performed without the arresting of the circula- 
tion, although the author thinks this step would 
have simplified the operation without adding much 
to its danger. 

Besides those intended for the prevention of 
infection, the most inportant features of the tech- 
nique are those of the arrest of the circulation and 
the making and closing of the incision into the heart 
cavity. The essentials of the former are the applica- 
tion of the clamp in such a manner that no injury 
is done and the limitation of the time of the arrest 
of the circulation to a period of two and one-half to 
three minutes. There should be no venous stasis 
immediately preceding the application of the clamp 
and the blood should be overventilated. The essen- 
tials of the latter are that the incision must be made 
and closed in such a manner that no larger branch 
of the coronary arteries is obstructed; and air must 
always be removed from the left ventricle or aorta 
by aspiration before the circulation is reéstablished. 

From the experiments carried out the author is 
led to believe that it is possible to perform certain 
plastic operations on the orifices of the heart without 
danger to life, and the results of the operative 
procedures indicate that certain valvular lesions 
may some time be treated by the surgical method. 


BARNEY BROOKS. 


after five to ten minutes. Care was taken to cover 
the defects completely and allow the fat-flap to 
extend over the edges somewhat. It was important 
to keep the flaps pressed down on the surface of the 
wound for a few seconds or minutes with a spatula or 
some other flat instrument, so that it should not be 
washed away by the blood. After that it adhered 
so firmly that the fixation sutures, which were put 
in at first, were found to be unnecessary. 
Experiments were performed only on large wound- 
ed surfaces; the organ was never compressed before- 
hand. In all cases the fat-flaps took firmly and with- 
out reaction, and adhesions were formed only with 
the injured surface and not with intact peritoneum. 
There was never necrosis nor formation of ab- 
scesses. Macroscopically there was at first oedema- 
tous swelling and colloid degeneration of the trans- 
plant, but later it contracted and was replaced by 
connective tissue. The intensity of the changes 
seemed to be proportional to the size of the hema- 
toma between the injured surface and the flap oi 
fat; the injury was greater when direct contact 
with the wounded surface was prevented. Micro- 


scopical examinations have not yet been made. 
The bleeding stopped in all cases without suture. 
Fascia has less hemostatic effect. 

As a blood-clot was formed very quickly even 
when there was not immediate adhesion of the fat 
to the wounded surface, Hilse concluded that the 
fat must have specific blood-coagulating (throm- 
bokinetic) properties. He therefore studied the 
effect of extracts of fat, omentum, muscle, and 
fascia on blood coagulation in vitro, following Mora- 
witz’ technique. After aseptic laparotomy the 
tissues in question were removed with sterile instru- 
ments, freed of foreign tissue, weighed, macerated, 
rubbed up into a pulp, mixed in sterile glass cylin- 
ders with three times their amount of sterile salt 
solution, shaken for one-quarter to one-half hour, 
placed on ice for 12 hours, then filtered and the 
filtrate expressed. A turbid opalescent fluid was 
obtained, with which the experiments were per- 
formed. Before the tissues were removed some of 
the animals were bled and some of them were not, 
in order that their condition might correspond more 
closely to that of the animals in which the fat- 
flaps were applied. 

For blood fresh blood was taken from the carotid 
of the horse, and 1 gm. of sodium oxalate added to 
each liter. In every test tube 2 ccm. of blood was 
added to the same amount of tissue extract, and 
physiological salt solution was placed in the control 
tubes; then a certain amount of a 2 per cent calcium 
chloride solution was added and the tubes shaken 
5 to 10 seconds. 

In conclusion, the coagulation time was noted. 
With the use of all the above-named tissue extracts 
there was a shortening of the coagulation time; 
there was no marked difference in the effect of the 
tissues from the animals that were bled and those 
that were not. If the extracts had stood longer 
than 12 hours on ice, their coagulating power was 
decreased. The tissues examined had about the 
same content in coagulating substances; the fat 
was at least not inferior in this respect, which the 
author believes is to be explained by the develop- 
mental relations between fat and blood-vessels. 
Extracts of human lipomata also shortened the 
coagulation time. It was shown by control experi- 
ments that the action was not simply that due to a 
foreign body. If omentum is used, there is danger of 
hemorrhage from the stomach; fascia and muscle 
cannot be taken from the abdominal wound; there- 
fore Hilse believes that the use of transplanted fat 
is the simplest and most reliable method for cover- 
ing injuries in parenchymatous organs. 

BERGEMANN. 


Goldschmid, E.: Pseudomyxoma of the Peri- 
toneum after Cysts of the Ovary (Das Wesen 
des Pseudomyxoma peritonei nach Cystoma ovarii). 
Arb. a. d. Geb. d. path. Anat. u. Bakteriol. Festschr. 
f. P. v. Baumgarten-Tiibingen, 1914, ix, 175. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The so-called pseudomyxoma of the peritoneum, 
that generally arises after ovarian cysts in the form 
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of large mucous cysts on the peritoneum, has hither- 
to been variously interpreted. Gynecologists have 
held that it was a true metastasis from displacement 
of epithelial cells with new-growth of mucous masses; 
while anatomists have held that it was merely the 
organization of mucous masses from the tumor. 
Werth called attention to the proliferating inflamma- 
tion of the peritoneum at the places where the col- 
loid masses lay; but the thought has never before 
been brought out that it might be a plastic foreign 
body peritonitis. 

The author had occasion to examine three cases. 
Jn the first specimen, pseudomucinous cyst of the 
ovary, the peritoneum of the capsule of the spleen 
was very much thickened and showed marked con- 
nective-tissue proliferation under the mucous mass- 
es. He found the same thing in the second case. 
There were few or no epithelial islands, proliferation 
of connective tissue with new-formation of vessels 
and giant-cells in the peritoneum. In a third case 
of extensive myxoma in the form of large tumors 
he found, besides inflammatory proliferation of the 
peritoneum in individual places, acute proliferation 
of displaced epithelial masses on the intestine with 
mucoid new-growth. 

Since the secretion is too tough to be absorbed, the 
peritoneum reacts in the form of a plastic inflamma- 
tion. The epithelium either dies, or it may pro- 
liferate, as in the third case, and lead to true trans- 
plantation metastasis. This generally happens in 
old people who have a tendency to epithelial pro- 
liferation. The transplanted epithelial masses may 
perish quickly or the pseudomyxoma may persist 
for a long time without becoming very large, or 
finally the cells may show malignant degeneration; 
this, however, seldom occurs. RITTERSHAUS. 


Resinelli, G.: Surgical Treatment of the Perito- 
neum (Il trattamento chirurgico del peritoneo). 
Ginec., 1914, X, 569. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The history of the surgical opening of the ab- 
domen is reviewed. The great resistance of the 
peritoneum to bacteria is pointed out, which, how- 
ever, is markedly affected by chemical, mechanical, 
and other irritations; therefore, antiseptics should 
not be introduced into the abdominal cavity. The 
touching of the resected ends of the intestine with 
tincture of iodine, however, can be borne. In 
abdominal operations the author prefers wet com- 
presses, although he thinks the importance of the 
question as to whether wet or dry compresses 
should be used is very much exaggerated. He 
always uses silk sutures; stitch abscesses can be 
prevented. Drainage of the abdominal cavity 
should be avoided as much as possible; even after 
the evacuation of pus the abdominal cavity should 
be closed if the number of bacteria in the pus is 
small. He does not favor irrigations of salt solution, 
prophylactic injections of camphorated oil, nuclein, 
oxygenated water, or horse serum. He recognizes 
the value of stimulating general leucocytosis by 
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Mikulicz’ method, and injects hypodermatically a 
solution of 25 cg. of nuclein in a physiological salt 
solution. In spite of the most careful asepsis 
bacteria always get into the abdominal cavity 
during an operation, but their number can be 
limited by certain measures in addition to the or- 
dinary rules, such as quicker operation, small ab- 
dominal incision, and the wearing of face masks to 
protect the surgeon and his assistants from bacteria. 
HERHOLD. 


Niederle, B.: The Treatment of the Hernial Sac in 
Hernias with an Incomplete Sac — the So- 
Called Sliding Hernia (Die Versorgung des 
Bruchsacks bei den Hernien mit unvollstandigem 
Bruchsack — sog. hernie par glissement). Cas. 
lék. Eesk., 1914, liii, 480. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Sliding hernias may be congenital, as Niederle 
observed in the case of a three-months’ old boy, who 
for two months had had a hernia on the left side, 
which contained the sigmoid flexure. In the first 
case of sliding hernia which he operated on in 1903, 
Niederle simply pushed back the intestine into the 
abdominal cavity and applied a firm suture to the 
hernial opening, but the intestine still continued to 
push forward. Therefore since 1905 he has used the 
following method: The sac of the hernia is incised 
to the place where the intestine forms the wall of the 
hernia, and the superfluous (free) peritoneum of the 
hernia is resected. Then the intestine is drawn up- 
ward, so that the resected edges of the hernial sac 
can be applied to each other, and with a few sutures 
fastened to the posterior (peritoneum-free) side of 
the intestine in such a manner as to form a new 
mesocolon. As a result of this the intestine gradual- 
ly slides back into the abdominal cavity and disap- 
pears in it completely. The remaining small open- 
ing in the sac of the hernia is closed with a purse- 
string suture. 

When the method is properly carried out, there is 
no further tendency to prolapse, and the closure of 
the hernial opening follows. In cecal sliding her- 
nias the appendix is removed. In 7 cases recovery 
was rapid, and all the results were permanent. 
Hotchkiss seems to have used a similar method. 

KLAUBER. 


Ehler, F.: Radical Operation for Inguinal Hernias 
with Prolapse of the Large Intestine (Beitrag 
zur Radikaloperation der Leistenhernien mit Sen- 
kung des Dickdarms). Cas. lék. Eesk., 1914, liii, 
475. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author discusses sliding hernias which origi- 
nate from the congenital position of the large in- 
testine, especially the caecum, as when the cecum 
lies near the inguinal canal or its mesocecum is 
lengthened and formed of yielding connective tissue 
with long vessels. A further cause of prolapse of 
the large intestine is the effect of chronic abdominal 
pressure, as in coughing, crying, and chronic con- 
stipation. 
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In the last 3 years among 188 cases of inguinal and 
femoral hernia, Ehler has seen 10 cases in which the 
large intestine was contained in the hernial sac, the 
cecum g times, and the appendix once. Two of 
them were left inguinal hernias. Only three of the 
cases were sliding hernias. For these he recom- 
mends an oblique incision, half of it below and half 
above the external inguinal ring; the neck of the 
hernia being immediately laid bare, for in sliding 
hernias the sac is often only a small funnel on the 
median side of the intestine. The sac is opened and 
the small intestine and omentum replaced. 

He gives the following method for reposition in 
sliding hernias, by which laparotomy can be avoided. 
In order to transform the fixed and _ irreducible 
cecum into a freely movable intra-abdominal one 
like the small intestine, a suitable mesocecum must 
be formed from the peritoneum of the hernial sac. 
From the inner side of the hernia an incision is made 
around the prolapsed large intestine about 2 cm. 
from its edge. The incision begins and ends at the 
neck of the hernia. The intestine with its vessels 
is dissected from the underlying tissues and the 
incised edge of the sac closed behind the intestine 
with sutures: In this way the intestine is freed and 
surrounded with peritoneum, so that it can easily be 
replaced in the abdominal cavity. The abdominal 
opening in the sac is then closed with a purse-string 
suture. If the spermatic cord cannot be isolated, 
the sac is left in situ, so that castration can always 
be avoided. The hernial opening is closed with 
muscle by a plastic operation. This method, which 
Ehler has used in three cecal sliding hernias, but 
in none containing the sigmoid, is simple in contrast 
with the methods described by Barker-Hartmann, 
Morestin, and Jianu, and also in comparison with 
resection of the intestine. It can be used with good 
results in the dangerous condition in which most 
old people with hernias are found. KLAUBER. 


Pybus, F. C.: A Case of Left Duodenal Hernia in a 
Child. Brit. M.J., 1914, ii, 14. 
By Surg., Gynec. & Obst. 


The author describes a case of intestinal obstruc- 
tion in a male child of five years, who was operated 
on by abdominal section two weeks after the begin- 
ning of an attack of scarlet fever. The scarlet fever 
seemed to have no deterrent effect on the recovery. 

The history was four days of abdominal pain, and 
no movement of the bowels for five days; a definite 
mass could be felt in the left side of the abdomen, 
but nothing could be felt by rectum; there was no 
blood by rectum. 

At operation there was found a small amount of 
slightly distended and congested coils of small 
intestine on the right side of the abdomen. On the 
left was a visible rounded mass the size of an 
ostrich egg, retroperitoneal, to the left and chiefly 
below the umbilicus. It was tense and resonant on 
percussion; no collapsed intestine was found. Trac- 
tion on the small intestine brought out of the sac 
the cecum, part of the colon, and most of the ileum. 


These were not damaged. The orifice of the sac was 
situated to the left side of the duodenojejunal 
flexure, and this intestine formed its inner margin. 
It was bounded elsewhere by a fold of peritoneum, 
which was thick at its free edge. The orifice was 
oval in shape, about two by one and one-half inches. 
The sac was limited to the left side of the spine and 
extended outward toward the descending colon, 
upward to the kidney, and downward in a longer 
direction to the left iliac fossa, the left colic vessels 
being seen in its anterior wall. The orifice was 
obliterated by catgut sutures and the child made an 
uneventful recovery. Lioyp T. Brown. 


Barrett, J. B.: Five Cases of Strangulated Hernia 
in Infants; with an Account of a Rapid and 
Efficient Surgical Procedure. Med. Press & 
Circ., 1914, xcvili, 12. By Surg., Gynec. & Obst. 


The author thinks it is unwise and unnecessary to 
isolate and ligate the delicate sac of a hernia in an 
infant, as it must involve injury to the very delicate 
spermatic cord. Further, suturing of the external 
oblique fibers forming the external ring is also 
omitted. It is only necessary to define the internal 
oblique and conjoined tendon and to suture both 
to Poupart’s ligament. The skin is then approxi- 
mated carefully, preferably by subcuticular silkworm 
gut. The operation is neat; it involves no injury to 
the cord, and there is no mauling of the tissues. The 
presence or absence of the sac and the suturing or not 
of the thin and weak fibers of the external oblique 
have no influence on the return of the hernia. If 
the internal oblique and the conjoined tendon are 
properly sutured, with medium silk, to Poupart’s 
ligament, the hernia cannot reappear. 

The etiology and treatment is briefly discussed. 
The differences between this condition in infants and 
adults are briefly as follows: 

1. Strangulation in infants usually occurs in large 
hernia. In adults the opposite is almost always 
the rule. 

2. Herniz in infants never contain omentum. 

3. Adhesions in the sac in infants are extremely 
rare. The author has seen only one case. 

4. In infants and young children all inguinal 
herniz are oblique. Epwarp L. CorneELt. 


Fransen, J. W. P.: Form and Functional Signifi- 
cance of the Great Omentum (Uber Form und 
funktionelle Bedeutung des grossen Netzes). Zéschr. 
f. angew. Anat. u. Konstitutionsl., 1914, i, 258. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Little is known of the form of the omentum. 
The studies for this work were made on frozen 
sections of cadavers. The normal form of the small 
intestine is that of a round tube. The antero- 


lateral surface of the omentum, that is, the one in 
contact with the anterior abdominal wall, is smooth, 
while the visceral surface has several projections 
which fill up the spaces left between the anterior 
loops of the intestine. 


The posterior surface accom- 
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modates itself to the irregularities in the intestine. 
If the loops of intestine lay directly against the 
abdominal wall without being covered by omentum, 
they would lose their round form and become 
flattened out. Also the anterior surface of the pos- 
terior abdominal wall shows small protuberances 
formed by the subperitoneal fat. There are also 
folds of mesentery between the loops of intestine 
which fill the dead spaces, and the appendices 
epiploice are also to be regarded as filling. Thus 
the position of the small intestine in the normal 
man is practically fixed, and the assumption that 
the loops can change their position materially is 
false. 

The expression “floating intestine’ is justified 
only in ascites. The presence of the omental apron 
and the rather fat mesentery favors peristaltic 
movements. When the fat disappears from these 
folds, the intestine probably loses its round form. 
This doubtless causes the interference with peri- 
staltic movements in great emaciation and _ the 
favorable effect of the over-feeding treatment in 
enteroptosis. Under normal conditions the intes- 
tine never hangs on its mesentery. This fact is of 
importance in the technique of abdominal opera- 
tions. The author especially mentions gastro- 
enterostomy and says that v. Hacker-v. Stockum’s 
modification is the best method, because it con- 
siders the natural position the most, and therefore 
assures a quick and undisturbed restoration of 
function of the anastomosis. Hans Bren. 


GASTRO-INTESTINAL TRACT 


Rehfuss, M. E., Bergeim, O., and Hawk, P. B.: 
Gastro-Intestinal Studies; the Question of the 
Residuum Found in the Empty Stomach. 
J. Am. M. Ass., 1914, Ixiii, 11. 

By Surg., Gynec. & Obst. 


It has been rather generally accepted that the 
normal residue in the empty stomach should not 
exceed 20 ccm. The authors have employed a 
modified gastric tube, the end of which is weighted 
and seeks the lowest level in the stomach by gravity. 
They employed this tube in the examination of the 
empty stomach in a series of experiments upon 
healthy medical students. In each case they found 
the residue to exceed 20 ccm. and in some cases more 
than 1oo ccm. In no case were macroscopic food- 
rests found, and although, microscopically, fat and 
occasionally a few vegetable fibers were found, meat 
fibers were never found. 

In the study of the gastric secretion from the same 
subjects, the authors found the curve of secretion 
to fall into three types. In the first type the curve 
rose gradually, reaching a maximum, the limits of 
which were from 50 to 60 in terms of tenth normal 
sodium hydroxide and then gradually fell. The 
second showed a rapid rise, a sustained high point, 
and little tendency to drop even after the food had 
left the stomach in the normal time. The figures in 
this type may approach too and over. The third 
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type is the hyposecretory type and is like the first 
type, but the response is slower, the high point lower 
and less pronounced. 

The conclusions reached by the authors are the 
following: 

1. The accepted limit of the normal residuum 
of the empty stomach as 20 ccm. is false. 

2. Examination by means of the old stomach 
tube is entirely inadequate. 

3. The significance of the amount of residuum in 
relation to the diagnosis of ulcer must be seriously 
questioned. J. H. SKILes. 


Hartert, W.: Value of the Réntgen Picture in the 
Diagnosis of Surgical Diseases of the Stomach 
(Zur heutigen Wertung des Réntgenbildes in der 
Diagnostik  chirurgischer Magenerkrankungen). 
Beitr. z. klin. Chir., 1914, xc, 540. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb, 


Though the réntgen picture has not supplanted 
the only clinical methods of examination in diseases 
of the stomach, there is no doubt that it has con- 
tributed a great deal to diagnosis, especially in 
carcinoma and ulcer. The author reports 250 cases. 
In other clinics transillumination seems to be 
preferred, but in Perthes’ clinic they prefer to take 
the picture by means of a bismuth meal with the 
patient in the standing position. The stomach is 
emptied, the bismuth meal given, and the réntgen 
picture taken. 

In go cases of carcinoma the presence of cancer 
was demonstrated 69 times with the réntgen picture, 
while a tumor could be demonstrated by palpation 
in only 57 cases; free hydrochloric acid was lacking 
in 75 of the cases. The chief radiological symptom 
is defects in the shadow, which are more pro- 
nounced in the medullary forms that project far into 
the lumen of the stomach, while there is only a 
slighter narrowing of the lumen in the scirrhous 
infiltrating forms. 

The pictures are the clearest in diseases of the 
pylorus or prepyloric region. In these cases there 
are three types of characteristic defects in the 
shadows: (1) The pylorus defect—the breadth of the 
defect Schmieden calls the carcinoma distance; 
(2) the pyloric plug: from the boundary of the bis- 
muth that extends irregularly toward the cardiac 
end a projection of greater or less length extends 
into the defect, without reaching the duodenal 
shadow, however, so as to form a continuous shadow; 
and (3) cylindrical contractions in infiltrating 
scirrhous cancer of the pyloric region. 

Rontgen sketches illustrate the above three forms. 
In many cases the réntgen picture was confirmed 
by operation or autopsy. In two cases there was 


extreme prolapse of the stomach, to the symphysis, 
which is generally caused only by benign stenosis 
of the pylorus; here there is no defect, naturally, 
as the bismuth only fills a part of the stomach. 
The réntgen picture does not give any information 
as to operability; adhesions and metastases are not 
shown; as before, the decision as to the advisability 
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of exploratory laparotomy must be made on clinical 
grounds. 

Réntgen examination is of value not only in 
carcinoma of the pylorus, but in carcinoma of the 
body of the stomach. Carcinoma of the greater 
curvature, which is generally of the freely proliferat- 
ing fungous form, and consequently reaches a con- 
siderable size, is shown by large defects; if it has 
involved the whole circumference of the stomach 
the picture of hour-glass stomach is given. In 
contrast with hour-glass stomach due to ulcer, in 
which the contracted place is sharply defined, as 
if made by a string drawn around it, carcinomatous 
hour-glass stomach shows a comparatively broad 
contracted place; the contraction also involves the 
greater and lesser curvatures alike, so that the 
contracture is in the midline, while in ulcer only the 
greater curvature is affected, so that the contracted 
portion seems to be displaced toward the smaller 
curvature. Moreover, the contraction is not so 
great in degree in cancer as in ulcer, so that the 
bismuth meal passes more quickly into the pyloric 
sac. 

The author comes to the conclusion that an hour- 
glass stomach in which the cardiac sac fills first is 
not due to carcinoma. Errors may be caused by 
tumors outside the stomach, even by enlarged 
spleen and by a distended splenic flexure of the colon; 
in contrast with the other defects that have more 
or less jagged edges these are slightly curved and 
regular in outline. Since carcinoma of the lesser 
curvature is generally accompanied by contraction, 
the stomach appears in the réntgen picture to have 
its long axis shortened, the lesser curvature runs in 
almost a straight line, and as a consequence the 
greater curvature seems to form almost a circle. 
Carcinomata of the fundus are hard to diagnose 
radiologically (distention of the stomach and dis- 
placement towards the liver). 

The hoped-for early diagnosis of cancer of the 
stomach cannot be made by the réntgen picture for 
various reasons. While radiology has not con- 
tributed anything to the scientific knowledge of 
cancer of the stomach, it has to that of ulcer. The 
spastic contraction of the stomach musculature, a 
result of chronic irritation in ulcer, shows in the 
réntgen picture as a strangulation with deep, steep 
edges. The lengthening of the time required for 
emptying the stomach is hard to demonstrate 
radiologically (Haudeck); in penetrating ulcer there 
is frequently a diverticular projection, generally 
in the region of the lesser curvature; we owe our 
knowledge of intermittent hour-glass stomach to 
the réntgen picture. The author gives a detailed 
discussion of intermittent, spastic, and cica- 
trical hour-glass stomach. Réntgenology is also 
valuable in judging the results of operation for 
ulcer; for example, in several cases in which gastro- 
enterostomy had been performed for ulcer of the 
pars media a réntgen picture showed an increase in 
the ulceration accompany: = the return of the old 
subjective symptoms, which has resulted in the 


giving up of gastro-enterostomy in such cases in 
favor of transverse resection. KNOKE. 


Eusterman, G. B.: Hour-Glass Stomach and 
Duodenum. J. Mich. St. M. Soc., 1914, xiii, 417. 
By Surg., Gynec. & Obst. 


In a rather extensive article the author discusses 
all the phases of the hour-glass stomach. He 
believes that it is due to an ulcer in all cases — even 
foetal. There is no characteristic symptom-com- 
plex. The symptoms are those of peptic ulcer plus 
obstruction. 

The réntgen examination was indispensable and it 
invariably gave the first definite evidence of the 
presence of the hour-glass stomach. Eusterman 
gives the differential points between malignant 
and benign hour-glass deformities. 

In the author’s series of 37 cases, 24 appeared in 
females. The ages ranged from 25 to 70 years, the 
average being 45. The average duration of symp- 
toms was 9 years. Twenty-two were operated on 
during the third and fourth decades of life. The 
symptom-complex was typical of peptic ulcer in 80 
per cent. A small percentage of error in diagnosis 
was shown in the cases which perforated and simu- 
lated cholelithiasis, and in the markedly obstructed 
cases, with tumor, cachexia, and achlorhydria, 
which simulated gastric carcinoma. Pain, variable 
in degree, was a symptom common to all cases. In 
the cases which perforated, it was acute and often 
prostrating; in 15 instances it was definitely localized 
to the left epigastrium. General epigastric and 
posterior radiation was common. Tenderness was 
present at some time in all cases and in 70 per cent 
it occurred while under observation. In 27 patients 
there was a definite onset of pain from one-half to 
four hours after taking food; in 13 of these the onset 
was from one-half to one and a half hours after food. 
In the remaining 11, the pain was noted two to four 
hours after meals; in 7,not stated; andin 5, irregular. 
Relief of pain by food, soda, or vomiting, or by 
combination of these measures, was noted in 95 per 
cent of the cases. 

Hyperacidity and vomiting were present in 70 
per cent of the cases; hamatemesis, single or re- 
peated, in 35 per cent; associated melena in 24 per 
cent. There was definite gross obstruction after 
twelve hours, and altered blood in the gastric ex- 
tract was present in 35 per cent of the cases. The 
average total acidity was 47 per cent, free hydro- 
chloric acid 36 per cent, cid salts 12 per cent, and 
achlorhydria in 7 cases. 

Calloused saddle ulcers of the lesser curvature, 
often extensive and adherent to the liver, with 
variable degrees of inflammation and constriction, 
were noted in 50 per cent of the cases. In the 
remainder the site of the ulcer was as follows: Pre- 
pyloric and lesser curvature, 4; posterior wall and 
lesser curvature, 6; fundus and greater curvature, 2; 
posterior wall, 4. Chronic or subacute perforation 
was present in 16 cases. The ulceration was fre- 
quently extensive. The favorite site of constriction 
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was at the pars cardiaca or media; the upper loculus 
was usually the smaller, owing to the high situation 
orextent of the ulcer. There was coincident ulcer 
of the duodenum. 

Eight cases of malignant hour-glass stomach 
were noted: 7 males and one female. A huge car- 
cinomatous ulcer was the causative lesion in 5 cases 
and a malignant tumor in 3. All were situated in 
the lesser curvature and in 3 the posterior wall was 
involved. 

Eight cases of hour-glass duodenum are men- 
tioned — six males and two females. With one 
exception, pain appeared two to four hours after 
meals and was regularly relieved by food, soda, or 
lavage. Marked pyloric obstruction was present in 
all but one case. The ulcers were large, thick, and 
calloused and sometimes had crater formation. 
They usually implicate the pylorus. The posterior 
and anterior superior walls are invariably involved, 
the ulcer extending downward from the upper 
aspect of the pylorus on the superior wall of the 
duodenum, producing a pouching like an hour-glass. 
This pouch may be one and a half to two inches in 
extent. 

The treatment is essentially surgical, otherwise 
the prognosis will be unfavorable. In the 37 cases 
of hour-glass stomach, the following operations were 
performed: Gastrogastrostomy 10; posterior gastro- 
enterostomy 8; resection in continuity 2; partial 
resection 1; Witzel jejunostomy 1; exploration 1; 
anterior gastro-enterostomy 1; Hartman gastro- 
plasty 5; combined operations (gastrogastrostomy 
and gastro-enterostomy) 3; gastroplasty, with ex- 
cision, 2; anterior gastro-enterostomy, with ex- 
cision, 1; gastroplasty and gastro-enterostomy 2. 
In the malignant hour-glass cases, a_ palliative 
gastro-enterostomy, or exploration, was done. In 
the 8 cases of hour-glass of the duodenum, posterior 
gastro-enterostomy was done 7 times and excision 
with plastic enlargement once. 

Epwarp L. CorNELL. 


Wilkins, W. A.: The Present Status of the Réntgen 
Examination in the Diagnosis of Gastric 
Uleer. Canad. M. Ass. J., 1914, iv, 493. 

By Surg., Gynec. & Obst. 

Wilkins believes that the réntgen ray furnishes 
information of very great value and is far more 
reliable than the chemical examination of the 
stomach contents. In the use of the réntgen ray, 
the physician must not expect to find a short cut to 
diagnosis, but should always consider very carefully 
the clinical history and the examination of the 
stomach contents. A visit to the réntgen depart- 
ment should be part of the routine in all cases of 
suspected gastric or duodenal ulcer, provided the 
condition of the patient will permit. The réntgen 
examination may also indicate the line of treat- 
ment, whether surgical or medical. Wilkins is of 
the opinion that if the stomach is empty within 
eight to ten hours, probably medicinal treatment 
with dieting will suffice; if there is retention much 
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beyond that period, or penetrating ulcer, or definite 
hour-glass, mild measures will be useless and surgical 
interference will in all probability be necessary. 

Wilkins describes two kinds of réntgen ray evi- 
dence — dynamic and static. 

The dynamic evidences are produced by a dis- 
turbance of motive power of the stomach and are 
generally indicative of a condition of irritation, as 
the stomach is an extremely sensitive muscular 
organ and irritation results in muscular spasm. 
The spasm may be due to functional or to organic 
conditions originating within the stomach or, 
reflexly, to conditions outside the stomach. If the 
spasm, most frequent at the junction of upper and 
middle third, persists for a considerable length of 
time, in spite of vigorous rubbing of the abdomen, 
ulceration or cicatrization is the most likely cause 
of spasm. Wilkins fortunately adds, however, that, 
although gastric ulcer is the most frequent cause of 
spasm, the diagnosis should not be made unless 
supported by other facts. Other dynamic réntgen 
findings are increase in the number, frequency, and 
depth of peristaltic waves, best seen upon the 
fluorescent screen, but, necessarily, a variable fac- 
tor. Antiperistalsis is mentioned as a valuable but 
infrequent finding. 

Wilkins gives importance to the emptying-rate. 
His normal emptying-rate for a bismuth meal is 
three or four hours, a little faster than Holzknecht’s 
arbitrary of six hours. Wilkins states that in gastric 
ulcer, associated with spasm of the pylorus, the meal 
is retained for six to eight hours longer. In spasm 
of the pylorus there is a narrow stream of bismuth 
representing the lumen of the pylorus connecting 
the stomach with the duodenum. Normally, this 
stream is exactly in the center of the clear-place 
which represents the sphincter. In a pathological 
condition of the pylorus this may be irregular or 
displaced to one side. A clear stream of bismuth 
indicates that the pylorus is patent. The presence 
of the above dynamic manifestations, combined 
with the painful pressure-point in a stomach con- 
tour, which is more or less normal, would indicate a 
florid ulcer or irritable scar. 

The static evidences of gastric ulcers are seen 
more frequently in cases of long duration. The 
dynamic dusturbances are commonly associated, 
and, when present, may or may not indicate that the 
process is still active. There may be alteration in 
the size of the stomach, generally an increase from 
dilatation or hypertrophy; low position from pylo- 
roptosis; the shape of the stomach may be altered, 
owing to active ulceration, cicatrization, or to ad- 
hesions. 

Wilkins’ discussion of the static evidence of 
gastric ulcer is simply a repetition of much of what 
has been written by German authors before. 

In his discussion upon duodenal ulceration he 
suggests that as the clinical picture is often in- 
definite and less pronounced than gastric ulcer, so, 
too. are the réntgen findings. Duodenal ulceration, 
unless it has progressed to cicatrization or adhesions, 
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cannot be directly demonstrated, although some 
attach importance to unusually powerful peristalsis 
in a hypertonic stomach with rapid emptying rate. 
The presence of a definite shadow in the lower part 
of the first portion of the duodenum, almost con- 
tinuous with the gastric shadow and unaffected 
by gastric peristalsis, persisting after the stomach is 
empty, is indicative of ulcer or cicatrix. He re- 
peats Cole’s indications of duodenal adhesions. 
Wilkins has used barium sulphate for some time 
and is not convinced that this opaque salt materially 
lessens the emptying-rate of the stomach or alters 
our previous conceptions of large bowel progress. 
He maintains that the use of both fluorescent screen 
and plates are essential, the screen being of far 
greater value than the plate. E. H. SKINNER. 


Mathieu, A.: Studies of the Pathology of Ulcer; 
the Symptom-Complex of Pyloric Ulcer 
(Etudes sur la pathologie de Vulcus. Le syn- 
drome ulcéro-pylorique). Gaz. d. hép. civ. et milit., 
1914, Ixxxvii, 581. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


An almost certain sign of hypersecretion is the 
presence of gastric juice in the empty stomach. 
But there is one possible source of error, especially 
in tabes, namely, the possibility of the collection of 
swallowed saliva. Tabetic crises are frequently 
accompanied by salivation. Bile is found in the 
empty stomach only after regurgitation of duodenal 
contents caused by retching on passing the stomach 
tube. The author has never seen the so-called 
myxorrheea described by Kuttner. Hypersecretion 
can only be recognized when it is accompanied by 
a certain degree of retention. Then it is practically 
pathognomonic of ulcer. There are exceptions, but 
they generally occur in the premonitory stage of 
ulcer. For it is not improbable that in man, as in 
dogs, the long-continued retention of hyperacid 
secretion in the stomach leads to ulcer. 

The second most important symptom of justapy- 
loric ulcer is late pain, two, three, or more hours 
after meals, which is stopped by the taking of 
alkalies or food. The older the ulcer is the shorter 
the time between the meal and the appearance o/ 
the pain. The pain is not caused simply by spasm 
of the pylorus, as many think. In ulcer there is 
almost always hyperesthesia of the solar plexus. 
Late pain and hyperchlorhydria do not always 
coexist, and in some cases of cancer of the stomach 
there is late pain; but in such cases it is not stopped 
by alkalies or food, but rather increased. This is 
not true of carcinoma following ulcer. It may be 
difficult to distinguish the pain of ulcer from that of 
gall-stone colic, chronic cholelithiasis, chronic 
pancreatitis, and the pains of collitis and pseudo- 
tabes. He gives cases in which the pain of ulcer 
was for a long time attributed to tabes. He gives 
signs that aid in differential diagnosis. Sometimes 
this can only be accomplished by operation. 

RUGE. 
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Bratrud, T.: Intestinal Polyposis; with Report of 
a Case with Three Intussusceptions. Surgz., 
Gynec. & Obst., 1914, xix, 30. 

By Surg., Gynec. & Obst. 


Intestinal polyposis presents a variable clinical 
picture. There is a great deal of confusion regarding 
the term “intestinal polyposis.” Gastro-intestinal 
polyposis describes the condition more accurately, 
because polypi of identical structure, closely re- 
sembling the adenoma type, are found in the entire 
gastro-intestinal tract, varying in number from one 
to large numbers. Polyposis has been found very 
frequently post-mortem and in some cases without 
any clinical history pointing to its presence. In 
other cases intussusception of a recurring type is the 
principal symptom. This is the case where the 
polypi occur in the ileocecal region. Malignant 
degeneration plays a very important réle. 

The writer reports a case of a girl 16 years of age 
who had suffered for one year with recurring attacks 
of abdominal pain and vomiting, suggesting obstruc- 
tion. These attacks had been increasing in frequen- 
cy and severity until operation was clearly indicated. 
Before operation a sausage-shaped movable tumor 
was felt above the left Poupart’s ligament. On 
opening the abdomen this was found to consist of an 
intussusception of the upper end of the sigmoid. 
After reducing the invagination, two tumor masses 
were felt in the sigmoid at a point corresponding to 
the apex of the invagination. These masses were 
removed through an incision into the bowel. The 
patient did nicely for 17 days, when she was once 
more taken with symptoms of obstruction and a 
tumor was felt above the right Poupart’s ligament. 
At operation the entire gastro-intestinal tract was 
examined and two intussusceptions were discovered, 
one of the ileum and cecum into the ascending colon 
and one of ileum into ileum. A group of polypi was 
found corresponding to the apex of each invagina- 
tion and a third group about nine inches above the 
lower intussusception in the ileum. The four groups 
of polypi showed similar structure bordering on the 
adenoma type. The patient made an uneventful 
recovery. 


LIVER, PANCREAS, AND SPLEEN 


Beresnegowsky, N.: Experimental Study of Free 
Transplantation of Omentum to Control 
Hemorrhage from the Liver (Uber die Anwendung 
des isolierten Netzes zur Stillung der Leberblutung. 
Experimentelle Untersuchung). Arch. f. klin. Chir., 
1914, Civ, 287. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author performed experiments on 14 dogs: 
in 7 cases lacerated wounds of the liver; in 2, incised 
wounds of the liver; and in 5, wounds of the spleen 
were covered with omentum that was fixed with fine 
silk. In 9 cases a tampon of omentum was placed 

in the liver wound and the wound covered with a 

second piece. 

The results were as follows: In 6 of the liver cases 
the wound cavity filled with blood and the covering 
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of omentum was pushed outward; in 4 cases the 
blood trickled out, and in 3 cases there was hem- 
orrhage through the covering piece of omentum. 
Of the 9 animals operated on 2 died of hemorrhage. 
In 3 cases hematomata developed, and in all cases 
there were extensive adhesions. They were under 
observation for 11 days. The experiments on the 
spleen were more favorable. They were under 
observation 26 days. The wounds were covered 
with a layer of omentum; the sutures in all cases 
held and there was never hemorrhage into the 
abdominal cavity. The wounds in the spleen 
were filled with blood in all cases. The omentum 
always lived and was gradually replaced by con- 
nective tissue. Free transplantation of omentum 
was used in 5 liver and 4 spleen injuries. 

Blood collected under the omentum in all cases, 
but the first ones lived. The post-operative course 
was not without complications, especially in a case 
in which a large gall-duct was injured. The free 
transplantation of omentum was used 7 times after 
resection of the liver. In all cases tampons had to 
be used to control the hemorrhage. In most cases 
blood was found under the flaps. In the cases which 
recovered there was a thin connective-tissue capsule 
at the site of the transplanted omentum. In 6 dogs 
ligation en masse was performed; 2 of them recov- 
ered. The best results were obtained by a combina- 
tion of transplantation of omentum with ligation 
en masse. The details of this method must be read 
in the original. NORDMANN. 


Lenormant, C.: A Case of Injury of the Gall- 
Bladder (Un cas de plaie de la vésicule biliaire). 
Bull. et mém. Soc. de chir. de Par., 1914, xl, 614. 

By Journal de Chirurgie. 

A young girl shot herself in the right hypochon- 
drium. Laparotomy showed that the gall-bladder 
was discharging bile through an orifice on its inferior 
surface. Further examination showed that the 
liver and gall-bladder had been completely traversed 
by the bullet, and there was also a perforation of 
the first portion of the duodenum near the posterior- 
superior border. This was closed with a purse- 
string suture and the gall-bladder was removed. 
The abdomen was drained. Recovery was com- 
plete and permanent. 

Injuries of the gall-bladder are very rare. Lenor- 
mant could find only 24 cases treated surgically. 
Stab wounds are more frequent than gunshot 
wounds—15 to g. In gunshot wounds the bullet 
often remains in the gall-bladder. In 10 of the 24 
cases only the gall-bladder was injured; in the other 
14, other organs were involved: 7 perforations of 
the liver, 5 of the intestine, and 2 of the stomach. 
The symptoms are those of any abdominal wound. 
The only pathognomonic one, the discharge of bile 
through the abdominal wound, occurs only when 
the wound is large and those in the gall-bladder 
and abdominal wall are parallel. 

Operation is the only treatment. The only 
question is whether the gall-bladder should be 
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sutured or removed. Lenormant believed that 
cholecystectomy was the most simple and most 
logical; but he found that most surgeons preferred 
suture of the wound. Among the 24 cases 17 were 
treated in this way, while cholecystectomy was 
performed in only 4; in three cases, operated on 
late, or where the patients were in a dangerous con- 
dition, the wounds were only tamponed and drained. 

The results are encouraging. Among the 24 
cases there were 19 recoveries and 5 deaths, 20.8 
per cent mortality; the 17 cases treated by cholecyst- 
orrhaphy gave 4 deaths; the 4 cholecystectomies 
all recovered; the 3 cases treated by tampon and 
drainage gave 2 recoveries and one death. 

J. Dumont. 


Henes, Jr., E.: The Value of the Determination 
of the Cholesterin Content of the Blood in 
the Diagnosis of Cholelithiasis; Preliminary 
Report. J. Am. M. Ass., 1914, lxiii, 146. 

By Surg., Gynec. & Obst. 

Because cholesterin plays such an important part 
in the formation of gall-stones Henes thinks that a 
hypercholesteremia must be the primary etiological 
factor in cholelithiasis. Therefore he infers that 
to treat gall-stones correctly one must keep his eyes 
on cholesterin. 

In making the quantitative cholesterin determina- 
tions he uses the method of Weston and Kent with 
the colorimetric estimation of Grigaut. The normal 
cholesterin content of normal blood is 1.48 gm. per 
thousand ccm. of serum. It has been noted that 
fever reduces the amount of cholesterin in the 
blood, and nephritis, arteriosclerosis, and jaundice 
increase it. 

Asummary of the 21 cases reported leads to the be- 
lief that a high cholesterin content without nephritis 
or arteriosclerosis tends to gall-bladder involvement, 
while if fever is present the content is very low. 
After operation, when the fever has subsided, the 
cholesterin content will rise markedly. In post- 
operative cases, nineteen days after operation for 
gall-stones, the cholesterin content of the blood was 
as high as 3.96 gm. per thousand ccm. serum. 

EUGENE Cary. 


Souligoux, C.: Left Subphrenic Hzematoma of 
Splenic Origin; Death from Renewed Hzmor- 
rhage after Rupture of the External Capsule 
of the Spleen (Hématome sous-phrénique gauche 
d’origine splénique; mort cas hémorragie nouvelle 
aprés rupture de la capsule externe de la rate). Bull. 
et mém. Soc. de chir. de Par., 1914, x}, 647. 

By Journal de Chirurgie. 

Souligoux reports a new case of spontaneous 
subphrenic hematoma. A man of 34 suddenly, 
without cause. felt a violent pain in the lower part 
of the left side of the thorax. It was thought at 

first that it was a pleuropulmonary lesion; but as a 

fresh crisis showed evident abdominal reaction, 

operation was undertaken through the abdomen. 

The abdomen was full of blood, evidently coming 

from the rupture of a subcapsular hematoma of 
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the spleen. Splenectomy was followed by death 
at the end of the operation. At autopsy nothing 
_ found to explain this subcapsular splenic hemor- 
rhage. 

QuENU says there are many origins for subphrenic 
hematomata. They may be divided into traumat- 
ic and spontaneous. Among the latter some are 
primary hemorrhages that have afterwards become 
encysted; while some are hemorrhagic cysts, that 
is, the cystic wall was formed first and effusion of 
blood took place into it afterwards. He described 
a case that he had recently observed in a diabetic 
76 or 77 years old, who had been operated upon six 
years before for a carcinoma of the sigmoid and 
who had remained well since that time. 

J. Dumont. 


Finkelstein, B. K.: Surgery of the Spleen. Brit. J. 
Surg., 1914, ii, 68. By Surg., Gynec. & Obst. 
Surgery of the spleen is undertaken for the follow- 
ing conditions: stab wounds, gunshot wounds, rup- 
ture, abscesses, echinococcus cysts, non-parasitic 
cysts, tumors (sarcomata), displaced or wandering 
spleen, fixed malarial spleen, and fixed malarial 
spleen with ascites. 

In traumatic affections of the spleen the treat- 
ment is self-evident — an immediate operation must 
be performed. Surgical treatment saved 50 per 
cent of 61 cases of gunshot wounds and 8o per cent 
of 38 cases of stab wounds. Inrupture of the spleen 
operative interference has shown a mortality rate 
of approximately 4o per cent. 

In the treatment of abscess of the spleen, surgery 
has made great progress. Of 55 patients operated 
upon, 13 died. More recent figures show a series of 
14 cases with no deaths. In the operative treatment 
of echinococcus cysts very good results have been 
obtained. Ordinary operations for this condition 
gave no deaths. Splenectomy, however, resulted 
in a 20 per cent mortality. Non-parasitic cysts of 
the spleen also gave very satisfactory results when 
operated upon. Of 78 cases in the surgical litera- 
ture, death resulted in 7 cases. 

Referring to the question of tumors, the number of 
cases operated upon is small. But, unfortunately, 
in sarcomata, the most frequent form of tumors, 
death takes place within a comparatively short 
time from metastases or recurrence. In only 2 cases 
did recovery last for over six years. 

Operative treatment is extensively applied in so- 
called wandering, or displaced, spleen. In most 
cases the spleen is considerably changed and 
splenectomy becomes the proper treatment. In 
fact, splenopexy has fallen into disrepute. 

Clearly evident and simple as are the indications 
for operation in cases belonging to the above-men- 
tioned groups, so, on the other hand, equally in- 
definite and vague are the indications in those dis- 
eases of the spleen which are closely connected with 
the general health of the patient, and are followed 
by grave disorders of the blood, digestion, and 
metabolism. The uncertainty of these indications 


is caused by our imperfect knowledge regarding the 
functions of the normal and of the pathologically 
changed spleen. 

Clinical observations show the remarkable in- 
fluence of splenectomy upon several hemolytic 
diseases. In cases of icterus hemolyticus, Banti’s 
disease, hypertrophic cirrhosis, anemia perniciosa, 
and icterus with atrophy of the liver, splenectomy 
has proved very successful. 

In protracted malarial fever, removal of the spleen 
may seem advisable, many times with excellent 
results. 

In malarial fever with ascites, removal of the 
spleen may result in a remarkable cure. 

The procedure which the author recommends is 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Koch, J.: Localization of the Bacteria and Changes 
in Bone and Bone-Marrow in Infectious Dis- 
eases in Childhood (Untersuchungen iiber die 
Lokalisation der Bakterien, die Verinderungen des 
Knochenmarks und der Knochen bei Infektions- 
krankheiten im ersten Wachstumsalter). Berl. 
klin. Wchnschr., 1914, li, 280. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In the different hamatogenous infectious diseases 
the causative bacteria always get into the bone- 
marrow. But there is a great difference in the 
pathogenic effect of the bacteria on the bone-mar- 
row in the child’s body and in the adult’s. In the 
child, where the organs are in a state of active 
development and change, bacterial injuries have 
entirely different effects from those produced in 
adults. 

Though bacteria are found throughout the bone- 
marrow, they predominate in certain segments, 
notably in the marrow of the metaphysis, at the 
boundary between bone and cartilage. Well- 
known examples of this are found in syphilitic 
osteochondritis, acute osteomyelitis, and bone tu- 
berculosis in childhood. 

Bacteria can be cultivated from the metaphysis 
even when there is not a general infection with 
demonstrable bacteria in the blood. For example, 
the author cultivated bacteria from the marrow of 
the metaphysis in children who had died, not of the 
acute infections, such as scarlet fever, measles, etc., 
but of their sequela, such as bronchopneumonia, 
gastro-enteritis, etc. The histological changes that 
were found in the bone in the neighborhood of the 
bacteria consisted for the most part of marked 
hyperemia, increased atypical vessel formation in 
the endosseous capillaries, and an atypical formation 
of marrow spaces caused by it, a liquefaction of bone 
and cartilage tissue, and changes of a degenerative 
and productive nature in the bone-marrow and perios- 
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the following: A left rectus incision is made. When 
firm adhesions are present the lower cartilages must 
be dissected. The lower pole can be easily pulled 
out of the wound. The assistant separates the up- 
per part of the wound with a wide blunt retractor. 
The operator introduces his hand into the left 
diaphragmatic space and by gently advancing move- 
ments of the fingers separates the upper pole from 
the diaphragm. The spleen is then taken out of the 
abdominal cavity and removed after carefully tying 
the vessels of the pedicle. The stump of the pedicle 
is covered with omentum and the outer wound 
sutured in layers. A tampon is left in the upper 
part of the wourd and can be removed after 24 to 
48 hours. J. H. SkiLes. 


teum — processes such as are also seen in rachitic 
bone disturbances. It therefore seems quite possible 
that the bone changes produced by rickets are also 
infectious in nature. The author has tried to clear 
this question up by experiments on animals. In 
doing so he has determined the following facts: The 
child’s osseous system suffers pathological changes 
from the different infections, among which the 
injury of the boundary between bone and cartilage 
is the most important. By liquefaction of bone 
substance the marrow cavity increases in size, the 
breadth of the cartilage and periosteum becomes 
greater from active proliferation of their cells, and 
the true zone of cartilaginous proliferation becomes 
smaller from destruction of its cells. In regard to 
the joints it is noteworthy that the pathogenic 
bacteria first locate, not in the joints, but in the 
marrow of the metaphysis and the para-articular 
and peri-articular tissues, and that the joints are 
only secondarily involved. Clinical experience has 
shown that joint effusions are at first sterile and 
later become infected from the bones. StamMier. 


Brandes: Osteochondritis Deformans Juvenilis 
(Beobachtungen zur Osteochondritis deformans 
juvenilis). Deutsche Gessellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports ten cases, in children from 4 to 
13 years old, of Perthes’ osteochondritis deformans 
juvenilis, which should be distinguished from ar- 
thritis deformans’ as it differs in clinical symptoms, 
réntgen findings, and in the histological picture, 
which has heretofore not been studied in many cases. 

The clinical symptoms are a limping gait, which 
begins at the age of 4 to 18 years and is generally 
without pain; it resembles the waddling gait of 
children with luxation. There is no pain on pressure 
or jarring of the hip; there is only a slight shortening 
of the leg and slight muscular atrophy. A typical 
phenomenon is the retention of capacity for com- 
plete flexion, while abduction is entirely inhibited. 
Trendelenburg’s sign is positive or indicated. 


510 


In the early stages the changes in the réntgen 
picture are very slight. In the beginning there are 
clear spaces, foci of destruction in the bone sub- 
stance of the head of the femur, which gradually 
changes the spherical shape of the head, until it 
may finally be quite flattened out; sometimes the 
entire epiphysis is divided into separate parts. 
The epiphyseal cartilage seems to be most involved 
in the process. As a final result tolerably good 
restoration of function may be expected in the small, 
flattened head, which offers sufficient articular sur- 
face, so that the interference with abduction and 
the Jimping gait decrease. It seems that this 
pathological process should be classified separately, 
as it is well defined clinically and in its réntgen find- 
ings, and has nothing in common with arthritis 
deformans. The peculiar cases that have hereto- 
fore been frequently confused with tubercular 
coxitis must be cleared up by further histological 
study. KATZENSTEIN. 


O’Conor, J.: The Surgical Treatment of Strepto- 
coccic Arthritis. Lancet, Lond., 1914, clxxxvii, 
224. By Surg., Gynec. & Obst. 

During the past ten years O’Conor has performed 
214 arthrotomies, the majority being for recalcitrant 
cases of acute “rheumatic”? arthritis and the 
mortality has been wi/, there has not been a case of 
septic infection, in not a single instance has a 
valvular lesion developed after operation, and the 
treatment has afforded uniformly good results. 

Acute rheumatism being primarily a joint affec- 
tion due to some pathogenic germ (streptococcus) 
conveyed by the blood from an affected tonsil, de- 
cayed teeth, or some lesion in the intestinal mucous 
membrane, he believes we should adopt the simple 
and definite term streptococcic arthritis. 

He makes it a rule to operate on cases which do 
not promptly yield to medical treatment. All in- 
fected joints are opened, flaky turbid lymph is 
evacuated, the parts irrigated with warm water, 
drainage tubes inserted and retained in situ for three 
days. Multiple incisions are made into areas of 
periarticular cellulitis and hot fomentations ap- 
plied. Splints are employed for immobilization pur- 
poses for from seven to ten days, at the end of which 
time the patient is requested to commence gradu- 
ated active movement. When wounds are healed 
gentle massage is prescribed. Donatp C. BaLrour. 


Young, J. K.: Conservative Treatment of Hip- 
Joint Disease. Penn. M. J., 1914, xvii, 813. 

By Surg., Gynec. & Obst. 

Conservative treatment of hip-joint disease gives 
the best possible results. The most radical meth- 
ods were in vogue in Germany, in 1879, where many 
needless hip excisions were done. Skillful and 
modern laboratory methods of diagnosis have 
forced conservatism by proving that many incor- 
rect diagnoses have been made. The author, in the 
last 30 years, in the examination of about six thou- 
sand cases, has found that correct diagnosis is based 
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upon the individual characteristics of each case; e. g., 
in hip disease such factors as pain, induration, lame- 
ness, limitation of motion, glandular enlargement. 
lengthening or shortening, atrophy, abscess forma- 
tion, and general physical condition, make the 
diagnosis. Hip-joint disease must be differentiated 
from such diseases as trauma to soft parts, fractures 
in and about the hip-joint, coxa vara and coxa valgus, 
synovitis, septic synovitis, arthritis deformans, 
osteomyelitis of the femur and ileum, lesions of 
the fifth lumbar, sacro-iliac displacement and sacro- 
iliac disease, and malignancy of the hip. 

Incorrect diagnosis with inapplicable treatment 
accounts for the many failures. Treatment con- 
sists in fixation with continuous traction and the 
prevention of rotation by fixing the foot as well as 
the leg and joint. Two to five years is required for 
successful results. H. W. Mattsy. 


Connell, R.: Two Cases of Schlatter’s Sprain. 
Practitioner, Lond., 1914, xciii, 146. 
By Surg., Gynec. & Obst. 

The author briefly defines and describes “Schlat- 
ter’s sprain,” and reports two cases describing the 
plates and mode of treatment. 

Schlatter’s sprain is a partial or complete separa- 
tion of the anterior tubercle of the tibia, with or 
without rupture of some of the fibers of the quadri- 
ceps extensor ligament or even of the joint capsule. 

The cause is usually excessive muscular exertion, 
or strain, or in a slight degree, direct injury. He 
reports the following cases, both boys of seventeen. 

The first boy was injured by a vaulting horse and 
was thought at first to have fractured his patella, 
but the plate showed separation of the tibial tuber- 
cle. Operation showed a tear of the capsule of the 
joint and showed the tubercle completely separated. 
The capsule of the joint was sutured, and the tuber- 
cle nailed to the tibia, following which there was a 
complete recovery. 

The second boy was injured the same as the first. 
X-ray showed only a crack or slight separation of 
the tubercle. A posterior splint relieved all pain 
and recovery was uneventful. 

The sprain is most common below the age of 17 
and its occurrence is favored by incomplete union 
of the tubercle to the tibia. C. C. CHATTERTON. 


Lehmann, A.: Hysterical Contractures (Beitrag zum 
Kapitel “ hysterische Contracturen”’). Zentralb!. 

f. chir. u. mech. Orthop., Berl., 1914, vili, 131. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Contractures without demonstrable objective 
symptoms naturally arouse a suspicion of hysteria. 
Two cases are reported and the important differ- 
ential diagnostic symptoms discussed. Contracture 
of the leg in extension with plantar flexion of the 
foot is the most frequent position in hysteria. 
Frequently, however, contractures of the hip and 
knee-joint. in flexion are observed. It is charac- 
teristic that the pain is localized outside the joint in 
the soft parts and that the muscle tension stops 


when the attention of the patient is distracted. In 
some cases there is redness and swelling around the 
joint, and in long-continued cases there may even 
be moderate muscular atrophy. A correct diagno- 
sis can almost always be made from the contrast 
between the severity of the subjective and the mild- 
ness of the objective symptoms and the results of 
suggestive therapy. DUNCKER. 


Hertzler, A. E., and Gibson, E. T.: Melanoblasto- 
mas of the Foot: Chromatophoroma, Melano- 
ma, Melanosarcoma. Azmn. Surg., Phila., 1914, 
Ix, 88. By Surg., Gynec. & Obst. 

The authors report, with histological findings, 
eleven cases of their own of tumor of the foot, and 
sixteen others from the literature, all of which fol- 
lowed similar clinical courses but in the past have 
been grouped differently histologically. 

They describe the tumors as being either ulcerous 
or fungoid, occurring usually on the sole of the foot, 
sometimes on the ankle, and rarely upon the dorsum. 
They grow slowly, tend persistently to recur if 
excised, and metastasize by the lymphatics forming 
secondary tumors along the lymph-vessels as well as 
in the nodes of the groins. Later, they may be 
disseminated by way of the blood-vessels into the 
lungs, liver, skin, and other organs. They originate 
apparently from groups of subepithelial cells resem- 
bling the embryonal cells common in moles. These 
cells form pseudo-alveoli and also infiltrate widely. 
Some of the tumors are frankly melanotic. Some 
which have the same histological structure and 
similar histories contain no pigment; some, similar 
in other respects, have pigment in the primary 
tumor but none in the secondary or vice versa. In 
one case, at least, the tumor appeared free of pig- 
ment and yet the urine, clear when voided, yielded 
a black pigment in the presence of oxidizing agents. 

These tumors usually occur at an advanced age. 
The duration of the disease from the beginning of 
active growth until the termination is usually two 
to six years. There is a striking disposition to local 
recurrence. The physical appearance is very vari- 
able, from small excoriated ulcers, not unlike other 
ulceration, to large angry-looking fungoid pigmented 
masses. These tumors are among the most fatal, 
but in some very early cases cure is possible. Theo- 
retically, local treatment, if done early, would cure 
them, but there is never any assurance that the 
tumor is localized. The superficial lymph-glands 
of the groin should be excised. Local excision should 
suffice but there is nothing in literature to justify 
this; but if dissemination has occurred, amputation 
will avail nothing. When the glands along the line 
of vessels are involved any operation is useless. 

Lioyp T. Brown. 


FRACTURES AND DISLOCATIONS 


Hanan, J. T.: Sliding Splint of Plaster of Paris for 
Fractured Femur. Surg., Gynec. & Obst., 1914, 

xix, I17. By Surg., Gynec. & Obst. 
This splint is made by uniting an ordinary plaster 
cast of the leg to one of the thigh by a well vaselined 
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wooden slide, having side extensions to prevent 
rotation of the leg. This splint is applied poste- 
riorly and held in place above and below by eight 


or ten turns of a plaster bandage. The then com- 
pleted casts are cut along the inner and outer sides, 
making anterior and posterior splints. This allows, 
by simply lifting off the top layer, a free inspection 
and dressing of the entire part. 

Plaster of Paris, not adhering to lubricated sur- 
faces, allows the above wooden slide to play freely 
in sockets of its own making and permits a free 
extension of the lower fragment by Buck’s traction 
straps in the same plane as the thigh. 

Its advantages over other forms of splint ap- 
paratus are, the ease of inspection and dressings, 
the accurate fitting of individual extremities, al- 
ways best done by plaster of Paris, the avoidance 
of coaptation splints, bandages, and sliding tracks 
for extension, its cheapness and simplicity. The 
easily fashioned slide and the plaster bandages are 
the only essential parts required for any splint, 
except a knowledge of a good bandage and a famil- 
iarity with its use. 
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Edington, G. H.: The Operative Treatment of 
Fractures, with Special Reference to Plating. 
Glasgow M. J., 1914, Ixxxii, 20. 

By Surg., Gynec. & Obst. 

Operative treatment in fracture of the long bones 
and its success depend upon certain factors. 

Favorable factors are that a more perfect ap- 
position is given with much less deformity and, 
primarily, the plates are thought to stimulate osteo- 
genesis. The unfavorable factors are: (1) Danger 
of sepsis, which, if present, contra-indicates the 
use of plates or, occurring after plating, requires 
immediate removal. (2) Nails or screws remain 
firm to a varying degree, and when once loose 
necrosis occurs rapidly, usually followed by per- 
sistent sinuses, which cease only upon removal of 
the plate, screws, and the necrotic material. 

Fractures have occurred about necrotic nail- 
holes. Plates remaining after union takes place 
retard osteogenesis. 

The conclusions are that in simple fracture 
plating should be done within a few days after the 
injury; in compound fracture it is best to wait for at 
least one week. The plates should be removed 
when union has taken place. Carefu! immobiliza- 
tion is necessary to successful plating. Wire used 
for coapting fractures causes little late trouble. 

H. W. Mattsy. 


Colt, G. H.: Three Cases of Fracture in the Neigh- 
borhood of Joints Treated by Plating. Brit. 
M.J., 1914, ii, 4. By Surg., Gynec. & Obst. 

The author gives a detailed description, with X- 
ray plates, of three cases of joint fractures, two of 
which were compound; all three were treated with 
internal splinting, satisfactory results following. 

The first case was a T-shaped fracture of the 
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humerus with the upright part extending into the 
elbow-joint and marked displacement of the frag- 
ments. 

The second was a compound fracture of both 
bones of the leg two inches above the ankle-joint. 

The third case was a compound comminuted 
fracture of the tibia, one and one-half inches above 
the ankle-joint, and a simple comminuted fracture 
of the fibula at the same level. 

The Lane technique was used with a slight modi- 
fication. Rosert B. Corie. 


Bird, F. D.: Reduction of Old Elbow Dislocations 
by Operation. Brit. M. J., 1914, ii, 14. 
By Surg., Gynec. & Obst. 
The author describes an operation he used on an 
elbow dislocation of three months’ duration. A 
rounded flap of skin was turned down, as in suturing 
a fractured olecranon. The olecranon was divided, 
just above its junction with the shaft, with heavy 
forceps. Freeing of the lateral tissues allowed the 
turning back of the olecranon. The joint was not 
seen then, as is usual in fresh fractures, because of 
some very dense tough adventitious tissue. When 
this was removed the trochlear surface of the 
humerus could be seen. By means of a large lever 
the bones could be forced into place. The olecranon 
was then sutured into place. In four days a single 
passive motion of flexion and extension was made, 
and again at the end of a week. The result, though 
not perfect, was excellent. Before operation the 
disability was great. 
The point learned was that traction in an old 
fracture could only do harm and had no chance of 
consummating reduction. Lioyp T. Brown. 


Whitelocke, R. H. A.: Operative Treatment of 
Outward Dislocations of Patella. Brit. J. Surg., 
1914, ii, 6. By Surg., Gynec. & Obst. 

The author describes dislocations of the patella, 
acute and chronic, gives case histories and treatment 
used, and describes in detail his operation for the 
cure of chronic outward dislocation of the patella. 

Only two classes of dislocation of the patella, the 
outward and rotary, require consideration. Other 
dislocations accompany other conditions and the 
dislocation in itself is unimportant. 

The causes of acute outward dislocation, are 
commonly, muscular action, knock-knee, loose and 
lax ligaments, or injury. The leg is usually found 
flexed with a limitation of further flexion, the patella 
firmly fixed in an abnormal position. Reduction is 
usually easy, but there is considerable damage to 
the capsule and ligaments. Rest, gentle pressure, 


and splints are used at first; later on, massage. 

The author believes that the true amount of 
damage done is not often realized or detected and 
that prognosis should be guarded. He cites three 
cases that were operated upon, and in each the joint 
capsule was torn and the tissues badly lacerated. 
He believes the only method to repair and bring 
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about a normal condition is by surgical intervention. 
His results were most satisfactory. 

The usual course of symptoms of recurrent 
chronic outward dislocation of the patella and its 
treatment with mechanical appliances is described. 
The operative methods of the past have been the 
reefing of the medial side of the capsule or the 
transplanting of the insertion of the patellar liga- 
ment. 

The author describes in detail his operation of 
ingrafting the gracilis tendon into the patella liga- 
ment. 

An incision is made over the inner side of the knee, 
the gracilis tendon found under the sartoris muscle, 
a slit is made in the patella tendon and the gracilis 
tendon sutured there and the wound closed. A 
splint is worn for about two weeks until all tissues 
are firmly united. 

The author has used this operation in nine cases 
and has found that it gave satisfactory results. 

C. C. CHATTERTON. 


Von Baeyer, H.: Effect of Joint-Extension (Die 
Wirkung der Gelenkextension). Muainchen. med. 
Wcehnschr., 1914, \xi, 577. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives a short historical review of the 
theory and practice of joint-extension. Of the 
factors that operate physiologically to hold the 
joints together, the effect of air pressure has not been 
taken into consideration in therapeutics. For this 
reason von Baeyer has undertaken to study the 
pressure conditions in the joint cavity and their 
significance in relation to extension treatment in the 
hip-joint. 

In animal experiments the posterior extremities of 
anesthetized rabbits were extended for periods of 
three to five minutes with weights of about seven 
pounds. After inhibition of the circulation by 
pressure on the aorta, the extended and non-extend- 
ed hip-joints were laid bare. 

Another series of control animals were bled after 
the extension and then treated in the same way. 
In all cases there was a marked hyperemia of the 
extended hip-joint, while the non-extended joint 
remained pale. The periarticular muscles were in- 
volved in the hyperemia, as well as the soft parts, 
the joint capsule, the ligamentum teres, and the fossa 
of the acetabulum. The bones were sawed through 
and the hyperemia was found to extend deep into 
the spongiosa of the head and acetabulum. This 
was for the most part due to the negative pressure 
produced by the traction on the joint-ends, which 
sucked the blood from the surrounding tissues after 
the manner of a cupping glass. The deep hyper- 
emia of the bones was brought about by reflex 
action. Clinically, therefore, joint-extension is an 
effective method for producing hyperemia of the 
hip-joint. The reaction that takes place on the 
cessation of extension, the filling of the muscles 
with blood, is very similar to the action which takes 
place after active muscular work, and allows im- 
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portant conclusions to be drawn in regard to motion 
therapy in certain conditions of stasis and paralysis. 
DUNCKER. 


Henze, C. W., and Mayer, L.: An Experimental 
Study of Silk-Tendon Plastics, with Particular 
Reference to the Prevention of Post-Operative 
Adhesions. Surg., Gynec. & Obst., 1914, xix, 10. 

By Surg., Gynec. & Obst. 


As a result of fifty-four operations performed 
upon rabbits at the surgical laboratory of Prof. 
Lange of Munich the authors have formed the 
following conclusions: 

1. Adhesions in silk-tendon transplantations are 
best avoided, whenever practical, by running the 
silk and tendon end through the sheath of the 
paralyzed tendon. Microscopical control of nu- 
merous specimens show this to be due to a retention 
of the normal space between the tendon with its 
silk prolongation and the sheath. 

2. Adhesions occur not to the silk but to the end 
of the transplanted muscle or tendon. Where the 
periosteum had been injured the adhesions were so 
firm as to absolutely prevent function. All artificial 
methods of preventing adhesions by implanting 
living tissues or interposing foreign bodies defeat 
their own ends, since they exaggerate rather than 
inhibit the tendency to adhesions. The one pos- 
sible exception is Cargile membrane. This may for 
five to six weeks help slightly to prevent dense 
adhesions. The microscopical pictures show the 
comparatively loose type of tissue surrounding the 
membrane during this time. All operations were 
done upon rabbits, which have no subcutaneous fat. 
Therefore the typical Lange operation, which con- 
sists in drawing the tendon and silk through the 
subcutaneous fatty tissues, could not be included 
in this series. 

3. The tendon shows extensive post-operative 
necrosis, largely owing to the tension of the silk 
upon it. Five to six weeks are necessary for the 
tendon to recover from this necrosis and ensure firm 
union between the silk strands and the stump of the 
transplanted tendon; hence the necessity of ex- 
treme overcorrection in order to reduce the tension 
to a minimum; hence, also, the inadvisability of 
allowing early function. Faradization of the op- 
erated muscle with the limb in fixation was accom- 
panied by a tearing of the silk out of the tendon. 

4. The tissue enveloping the silk strands con- 
sists of a dense fibrous tissue. It is developed 
essentially from the adjacent connective tissue, 
though the true tendon-cells and the cells of the 
peritendinium and tendon-sheath also contribute 
to its formation. The arrangement of its fibers 
and the degree of its development depend upon the 
functional demands to which it is subjected; 
anatomically it is not tendon. Its development, 
although rapid at first, is subsequently slow. The 
major share of the tension must for a long time be 
borne by the silk strands, which must be of sufficient 
tensile strength to bear the strain. 


McCurdy, S. L.: Tendon Transplantation and 
Grafting for Paralytic Deformities. Pitts- 
burgh M.J.,1914,ii,5. By Surg., Gynec. & Obst. 


Tendon transplantation, replanting, or tendon 
grafting marks a great advance in orthopedic sur- 
gery and is applicable in any part of the muscular 
system but most useful in paralytic deformities of 
the feet and hands. The tendon of a live muscle 
transplanted into the tendon of a paralyzed muscle 
restores it to a functional degree of usefuless. 

Entire or partial groups involved, as flexors or 
extensors, can be supplied by other groups. Trans- 
ferred muscles cannot be educated to perform a 
new function; e. g., an extensor cannot be trained 
to perform abduction. 

Success in this class of cases depends upon the 
surgeon’s knowledge of anatomy and pathology of 
the deformity, absolute asepsis, sutured tendons 
held under moderate tension, and an overcorrection 
of the deformity by plaster of Paris casts from 6 to 
8 weeks. Two cases are cited, one of talipes equino- 
varus, and one of wrist-drop, with good results in 
both. H. W. Matty. 


Erlacher, P.: Hyperneurotization; Muscular Neu- 
rotization; Free Transplantation of Muscle — 
Experimental Studies (Hyperneurotisation; 
muskulire neurotisation; freie muskeltransplanta- 
tion. Experimentelle Untersuchungen). Zentralbl. 
f. Chir., 1914, xli, 625. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


On the direct implantation of a motor nerve intoa 
muscle a functional relation bet ween them was estab- 
lished. Implantation of nerves into muscles in 
monkeys and guinea pigs gave good functional re- 
sults. Microscopically, nerve-fibers that appeared 
normal were demonstrated. From the thick im- 
planted nerves fine neurofibrils had grown out, which 
had formed fine end-plates on the normal muscle- 
fibers and a periterminal network. From this it 
would seem that in spastic paresis we should not 
rest content with simple nerve-section, but should 
make use of the superfluous nerves by implanting 
them in the paralyzed muscles. 

In another extensive series of experiments on 
guinea pigs, muscles were freed from the under- 
lying tissues and neurectomized or transplanted 
freely. In the first two or three weeks there were 
pronounced signs of degeneration, but here also 
nerve-fibers could be seen proceeding from the nor- 
mal parts. In later specimens there was extensive 
regeneration of nerve and muscle-tissue, and the 
energetic regeneration of the muscles seemed to 
begin under the influence of the outgrowing motor 
nerves. The physiological function corresponded 
completely with the microscopical findings. Freely 
transplanted muscle can, therefore, under favorable 
trophic conditions, be restored to function, physio- 
logically and anatomically, and a paralyzed muscle 
can be neurotized from a normal one. 

WortTMANN. 


514 


ORTHOPEDICS IN GENERAL 


Berndt, F.: Operative Treatment of Severe Forms 
of Flat-Foot (Zur operativen Behandlung schwers- 
ter Formen von Plattfuss). Muainchen med. Wchn- 
schr., 1914, Ixi, 653. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Berndt assumed that the chief hindrance to the 
restoration of the arch of the foot was not the dis- 
placement of the bones and their deformity from 
long-continued displacement, but the contraction 
of the peronzus and Achilles tendons, and of the 
ligaments on the outer edge of the foot, especially 
those between the calcaneous and cuboid. So, ina 
very severe case of old static flat-foot, he cut these 
tendons and ligaments and without any bone 
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operation was able to restore a normal arch, and by 
suitable after-treatment to maintain this result 
permanently. REINHARDT. 


Wilms: Operative Treatment of Flat-Foot (Opera- 
tive Behandlung des Plattfusses). XJII Kong. d. 
deutsche orthop. Gesellsch., Berl., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Wilms ankyloses the joint between the astragalus 

and the scaphoid by making a wedge-shaped resec- 
tion from-the anterior head of the astragalus and im- 
planting it in the joint between the calcaneous and 
the cuboid on the external side. He demonstrated 
plaster casts and the impressions of the soles of 
severe degrees of flat-foot before and after treat- 
ment. PELTESOHN. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Davidson, A. J.: Pott’s Paralysis; Restoration by 
Albee’s Operation. NV. Y. M.J., 1914, c, 174. 
By Surg., Gynec. & Obst. 


That paraplegia occurring during the course of 
tuberculous osteitis of the spine has been due to 
compression of the cord is not proven by clinical 
findings. Such factors as narrowing of the lumen 


of the canal; sharp angulation of the kyphos; 
circulatory disturbances of the cord; cold abscess 
between the dura and cord; invading tuberculous 
granulations penetrating the dura; and tubercular in- 
filtration of the pia, and finally neurogliz involvement, 


are more important. Paraplegia due to compression 
occurs during the activity of disease. Cessation of 
symptoms is not due to lessened compression but 
to lessened activity of the process. Immobilization 
and rest supported by hyperextension or traction, 
or both, hastens recovery by fixing the spine. Casts 
or bed-traction fail to induce ankylosis as quickly as 
Albee’s or Hibb’s method. The graft taken from the 
patient’s tibia if sufficiently large possesses a high 
degree of osteogenetic activity ankylosing the spines 
en masse. H. W. Matrtpy. 


Engelmann, G.: Rickets of the Spinal Column; 
with Seventy RG6ntgen Pictures (Die Rachitis 
der Wirbelsaule; mit 70 Réntgen-Bildern). Ziéschr. 
f. orthop. Chir., 1914, xxxiv, 225. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Engelmann undertook comparative réntgeno- 
logical examinations of the corpses of normal and 
rachitic children; he took views from above down- 
ward of the fourth cervical, third and seventh dorsal, 
and fourth lumbar vertebre, and also antero- 
posterior and left lateral views of the whole cord. 
The pictures show the characteristic changes of 
rickets. 

Normally the form and structure of the bodies, 
arches, and processes, as well as their length and 
breadth, and the contour of the epiphyseal car- 
tilages, are constant; but in children with rickets, 


in the pictures taken from above downwards, there 
was marked porosity in the shadows of the bodies 
and arches, broadening and lengthening of the 
cartilages between the bodies and arches, which, 
moreover, were irregular, jagged, and triangular 
in shape, and bounded by abnormally transparent 
zones of bone. The vertebral foramen in the dorsal 
vertebre was decreased in its frontal diameter; in 
the lumbar segment it had the form of the heart on 
cards. 

On the anterior pictures the normal column shows 
a straight course, in the lateral ones the gradual 
development of the three physiological curvatures. 
In the anteroposterior views of the rachitic cases 
there is a lumbar or total scoliosis to the left, with 
sometimes a marked compensatory curvature in 
the dorsal segment to the right. 

In the lateral pictures there is almost always a 
kyphotic bend at the boundary between the dorsal 
and lumbar segments, or between the first and 
second lumbar vertebrae. There is also a dorsal 
compensatory lordosis, which extends farther up- 
ward into the dorsal segment with increase in 
extent of the process. The lordosis of the cervical 
and lumbar vertebre is increased. The rachitic 
curvatures have more the character of abrupt 
angles instead of the normal gradual curve. There 
is a marked progression in the rachitic process in 
the caudal direction, in accordance with Reckling- 
hausen’s theory; the rickets in the higher segments 
may have recovered while that in the fourth lumbar 
vertebra is still in the florid stage. This is partic- 
ularly shown in the condition of the cartilages. 
There are réntgen changes in cases that cannot yet 
be diagnosed clinically. SIEVERS. 


Bailey, P.: Painless Tumors of the Spinal Cord. 
J. Am. M. Ass., 1914, lxiii, 6. 

By Surg., Gynec. & Obst. 

Extramedullary tumors of the cord are said, by 

one investigator, to cause pain in only half of the 


cases. In the absence of pain, however, there is 
always a question regarding the diagnosis, as such 
cases are rarely operated on unless pain is a symp- 
tom. The author first reported two cases of non- 
painful cord tumors in 1896. Since then similar 
cases have been reported. 

The first case was an intramedullary sarcoma at 
the level of the sixth cervical to the first dorsal, 
which was irremovable at operation. There was 
paraplegia of the legs with spasticity at first, later, 
flaccidity and anesthesia were present. The 
sarcoma was of three years’ duration. There was 
no spontaneous pain. 

The second case illustrates an intramedullary 
tumor in the lower cervical cord of eight years’ 
duration in a man of 47. It was painless during the 
last two or three years. There was tonic spasm of 
all muscles of the extremities, and anesthesia to a 
light touch below the distribution of the second 
dorsal segment. Operation showed swelling of the 
right half of the cord under the fifth and sixth 
cervical. Death resulted in a few days. 

The third case presents an extramedullary tumor 


Denk, W.: Gunshot Injuries of Nerves (Uber 
Schussverletzungen der Nerven). Beitr. 2. klin. 
Chir., 1914, xci, 217. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Denk reports 45 injuries of nerves observed in 
the hospital at Sofia: 4 of the facial, 4 of the cervical 
plexus, 15 of the radial, 2 of the ulnar, 3 of the me- 
dian, 2 of the median and ulnar at the same time, 
12 of the sciatic, and 3 of the peroneal. Generally 
there were injuries of the nerve alone; in some cases 
there were fractures—7 of the humerus, one of the 
femur, and 2 of the ulna. In all cases the injuries 
to the nerves were direct, not secondary. They 
were manifested clinically sometimes by paralysis, 
sometimes by paralysis with severe neuralgic pain, 
which generally appeared some time after the injury 
and could only be explained as the result of pres- 
sure from the scar; in one case of lesion of the median 
and ulnar there was no pain, but trophic ulcers 
appeared on the tips of the second, third, and 
fourth fingers. 

Injuries of the sciatic were observed in 7.7 per 
cent of all gunshot injuries of the thigh, and it was 
noticeable that only the muscles supplied by the 
peroneal were paralyzed, even in cases where 
autopsy showed that there was injury of the sciatic 
trunk. This proves, what was already known from 
internal medicine, that the peroneal fibers running 
in the sciatic are especially vulnerable. Injuries 
of the peroneal did not produce much pain. The 
pain was the chief indication for operation; the 
patients often refused operation for paralysis alone. 
The lesions were direct and not merely the result 
of shock, as was shown by the permanence of the 
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at the second dorsal in a woman of 28. There was 
paralysis and atrophy of the legs and exaggeration 


of knee-jerks, but no pain. Laminectomy and re- 
moval of the tumor was followed by a slight im- 
provement. 

The fourth case in a woman of 34 was an in- 
tramedullary perithelioma at the level of the sixth 
to eighth dorsal. There was a gradual paralysis of 
the legs with disturbance of sensation. The dura- 
tion of the disease was nine months, during which 
there was only one short attack of pain in the right 
abdominal region. An operation was performed in 
three stages. Death resulted in a few months. 

The relation of trauma to cord tumor is now well 
established by many instances of injury to the back 
followed in a few months by characteristic symptoms 
of tumor. Contrary to previous ideas, the presence 
or absence of pain is not to be taken as an indication 
of intramedullary growth. The position to be taken 
is that pain may be absent in a disease which is 
usually painful, and the surgeon should not be 
deterred from doing a laminectomy for the single 
reason that there is no pain. W. A. CrarK. 


NERVOUS SYSTEM 


paralysis and the fact that the track of the bullets 
crossed the course of the nerves; but there was 
very rarely a complete separation of continuity, 
and this is in accordance with earlier experience in 
the same field. 

The author saw complete separation in only one 
case, in which there was abundant callous formation. 
The nerves were always found involved in thick 
tissue interspersed with cicatricial tissue. In 18 
cases operation was performed a month to a month 
and a half after the injury; in only one case was the 
pain so severe as to force operation four weeks after 
the injury. In one case the operation consisted of 
removing the bullet, which lay in a small abscess 
very close to the uninjured ulnar; in 15 cases neuroly- 
sis was performed, and in two cases in the radial 
the scar was resected and the nerve sutured. In 
13 cases transplanted fascia lata was used to en- 
sheath the nerve, with success in all but two cases. 

The immediate results were good with reference 
to the pain, which generally disappeared at once; in 
three cases there was temporary recurrence. As 
to the paralysis, there were no results except a 
slight improvement in one case of paresis of the 
radial, one to one and one-half months after the 
operation; except in three cases, in which recovery 
had not taken place after six months, the author was 
unable to ascertain the ultimate results. On the 


assumption that the nerves are almost always shot 
through without separation of continuity, the 
author argues for complete excision of the scar, 
which interteres with conduction, but says it is 
difficult to determine the indications for operation 
F. Kayser. 


in some cases. 


Eden, R., and Rehn, E.: Clinical and Experimental 
Study of Fat Transplantation in Neurolysis 
and Tendolysis (Die autoplastische Fetttrans- 
plantation zur Neurolysis und Tendolysis. Klinik 
und Experiment). Arch. f. clin. Chir., 1914, civ, 65. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Autoplastic transplantation of fat renders valu- 
able service in the protection of divided nerves 
and tendons that must be shielded from new ad- 
hesions or pressure. The author tried it in 6 cases, 
the histories of which are given. The fat, which is 


Marshall, V. F.: Autogenous Fascial Transplanta- 
tion. Surg., Gynec. & Obst., 1914, xix, 114. 
By Surg., Gynec. & Obst. 

The author reports three cases of autogenous 
transplantation of fat and fascia in which the trans- 
plants were used to fill up defects following operative 
procedures in various regions. 

The first case reported was that of a male, aged 42, 
who accidentally shot himself in the hand, resulting 
in the loss of the carpal and metacarpal bones and of 
the extensor tendons. Suppuration followed the pri- 
mary operation, and later with exposition and suture 
of the tendons a fascial graft 2 by 3 inches from the 
thigh was transplanted to cover over the tendons and 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Giorgi, G.: Surgical Sporotrichosis (Le sporotricosi 
chirurgiche). Riv. osp., 1914, iv, 326. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Among the group of diseases known as mycoses, 
the sporotrichoses are of interest to the surgeon 
(sporotrichium Schenkii, 1889, Beurmani, 1903, 
Dori, 1906, Gougeroti, 1907, sporotrichium aster- 
oides and indicum). The microscopical and cultural 
properties of all the sporotrichia are in general the 
same; they are thread-like, and branching and cone- 
shaped at the ends; they are taken into the body 
either directly, by rat bites, pricks with thorns, etc., 
or indirectly through the food. The surgical forms 
of sporotrichosis are: osteitis, osteo-articular proc- 
esses, inflammations of the tendon sheaths, muscles, 
lymph-glands and lymph-vessels, sporotrichoses of 
the viscera, the skin, and mucous membrane. 

The periosteal affections are located by preference 
in the tibia, the forearm, and the frontal bone; 
osteomyelitis generally in the tibia, the ulna, the 
sternum, the clavicle, and the bones of the skull. 
Periostitis appears in fibrous and gummatous forms; 
osteomyelitis in the form of abscesses or in a diffuse 
form. The latter form is rare and characterized by a 
gummatous infiltration, which leads to the destruc- 
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easy to obtain, is especially adapted for padding on 
account of its softness; it acts only to a slight 
extent as a foreign body and in comparison with 
other tissues, such as fascia, it has the advantage 
of not forming adhesions with the surrounding 
tissues or the parts covered by it. It takes readily 
in infected cases and those in which the conditions 
are unfavorable for the nutrition of the graft. All 
these advantages have been clearly shown in 
experiments on animals, carried out by the authors 
and others. HouMEIER. 


as a substitute for the annular ligament. The result 
was good. 

In the second case—a young woman, aged 31 —a 
large fascial graft 3 by 4 inches was removed from 
the thigh and transplanted to fill a defect in the ante- 
rior abdominal wall caused by a tumor invading the 
structures down to the muscular walls. In this 
case the results were eminently satisfactory. 

In the third case —a graft was taken from the 
thigh in the case of a corpulent patient, male, aged 
50, a blacksmith, with a sliding hernia, to fill in the 
defect in the region of the external ring; the size 
of the graft was 314 by 3% inches. The healing in 
this case was also by primary intention. 


tion of bone-marrow and periosteum, so that frac- 
tures frequently take place. 

Sporotrichosis of the joints resembles tuberculosis 
of the joints, and, like it, forms cold abscesses. Sporo- 
trichosis of the skin appears in the form of nodules, 
which ulcerate, and it may be mistaken for syphilis. 
The diagnosis is made by the bacteriological demon- 
stration of the sporotrichium, by Widal’s agglutina- 
tion method — positive in dilutions of 1:200 to 400 
—and by the complement-fixation reaction. The 
treatment consists in the administration of 2 to 4 
gm. potassium iodide daily. HERHOLD. 


Mann, F. C.: The Peripheral Origin of Surgical 
Shock. Bull. Johns Hopkins Hosp., 1914, xxv, 
205. By Surg., Gynec. & Obst. 

It occurred to the author in undertaking this 
study on surgical shock that despite the enormous 
amount of work that had been done along this line 
there was still no general agreement among recent 
writers as to the cause and nature of the condition. 

He found in a critical review of the literature an 

astounding amount of contradictory experimental 

data and a great number of diverse conclusions 
based thereon. This condition of the subject was 
the author’s reason for undertaking the present 
investigation. He endeavored, first, to determine 
definitely what is and what is not shock; second, to 


settle as nearly as possible the chief questions in 
dispute; third, either to correlate and harmonize the 
separate conclusions arrived at by the methods just 
described into a comprehensive theory of shock, or 
else to define as nearly as possible the limits of our 
present knowledge. 

The data which the author has presented seems to 
justify the following conclusions: 

1. It is impossible to reduce the anesthetized 
animal to a state of shock by any degree of sensory 
stimulation, provided all hemorrhage is prevented 
and its abdomen is not opened. 

2. It has not been found possible to show that 
acapnia is a primary factor in the production of 
shock. 

3. Shock is not due to disturbance of the respira- 
tion, but the respiratory center is more quickly in- 
jured than any other vital center by shock. 

4. The vasomotor center is not depressed nor 
fatigued in shock. It isthe most resistant of all the 
vital centers. The peripheral and untraumatized 
visceral arteries are constricted in shock. 

5. Shock is not due to primary failure of the 
heart nor to involvement of the cardio-inhibitory or 
cardio-accelerator mechanism. 

6. It is possible to produce the signs of shock by 
the use of excessive heat or cold. 

7. The easiest and most certain method of pro- 
ducing shock is by exposure and traumatization of 
the abdominal viscera. This, judging from the 
literature, has been the method used by nearly all 
investigators of shock. 

8. Shock produced by exposure and trauma of the 
abdominal viscera is not due alone to a paralysis of 
the vasomotor mechanism of the splanchnic area. 
This has been shown by two crucial experiments. 
(1) Section of the cord or splanchnic nerves does not 
produce shock. (2) When all the abdominal and 
thoracic organs are taken from the animal (Carrel), 
this “visceral organism” can still be kept alive for 
many hours, and it can digest food, excrete urine, 
etc.; therefore some other cause than vasomotor 
paralysis or inhibition is involved. 

g. The cause of shock is the tremendous loss of 
red cells and fluid from the blood, due to the reac- 
tion of the great delicate vascular splanchnic area to 
irritation — an acute inflammation of the peri- 
toneum, due to trauma and exposure to the air and 
changes of temperature. The great amount of this 
loss is apparent when it is taken into consideration 
that the peritoneum has an extent as great as the 
entire cutaneous surface of the body. The factors 
involved in this reaction to irritation are the same 
as those involved in any other local inflammatory 
process, and certainly do not involve the nervous 
system to any greater extent. The profound gen- 
eral effect is due to the actual loss of red cells and 
fluid from the circulating blood through stasis, 
diapedesis, exudate, endothelial changes, etc. It is 
to be noted that some of the classical descriptions of 
inflammation were made from observations on the 
exposed omentum and mesentery. In the course of 
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operations in which the abdomen has not been 
opened, a loss of fluid and cells from the blood 
occurs. But the loss is, except when great areas of 
subcutaneous tissue have heen exposed, compara- 
tively unimportant. 

10. Certain accessory factors which help to pro- 
duce the condition of shock should be mentioned. 
These are muscular relaxation, decrease in intra- 
abdominal pressure, and impaired respirations, all of 
which tend to decrease the amount of blood returned 
to the heart. The effect of chilling and the use of 
hot applications should be considered. 

11. Degenerative changes in the cells of the cen- 
tral nervous system are the result and not the cause 
of shock. Dolley states that identical changes in 
the nerve-cells are produced by hemorrhage and 
shock. 

12. General anesthesia of moderate depth pre- 
vents painful impulses from affecting the nerve-cells 
of the central nervous system. Nerve-blocking 
under such conditions is useless, so far as the pre- 
vention of shock is concerned. 

13. A relatively slight decrease in blood supply 
may be sufficient to depress markedly the cells of 
the cerebral cortex. Care should, therefore, be 
taken to exclude this factor before ascribing such 
depression to inhibition. 

14. The use of the word “shock” should be 
avoided, and instead an accurate and detailed de- 
scription of the patient’s condition should be given. 
If the term be used at all it should be applied to the 
condition in which, without any grossly discernible 

hemorrhage having occurred, the amount of cir- 
culatory fluid is greatly diminished on account of 
stagnation of the blood in the smaller veins and 
capillaries or by exudation of the fluid and cellular 
elements of the blood from the same. 
GrorcE E. BEILBy. 


SERA, VACCINES, AND FERMENTS 


Park, W. H., and Nicoll, Jr., M.: Experiments on 
the Curative Value of the Intraspinal Adminis- 
tration of Tetanus Antitoxin. J. Am. M/. Ass., 
1914, Ixiii, 235. By Surg., Gynec. & Obst. 

The authors have noted the failure of tetanus 
antitoxin as a curative measure and have tried, 
experimentally, on guinea pigs to devise a means by 
which they could get the antitoxin where it was 
most needed. After experimentation, they used 
their method on four cases with cure in all. 

Experimentally, they gave guinea pigs a double 
lethal dose of the tetanus toxin; then 20 hours 
afterward, when local tetanus had developed, the 
antitoxin was given subcutaneously, intracardially, 
and intraspinously. The best results were secured 
with the intraspinous injection. The same pro- 


cedure was repeated and antitoxin given in the 
same way at the end of 19 hours; only a quarter to 
a tenth as much being given intraspinously as in 
the other cases, and all the intraspinous cases re- 
covered, while all the others died. 
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The authors suggest that a dose be given a human 
first, intraspinously, followed by 10,000 to 15,000 
intravenously as early as possible in the course of 
the_disease. EUGENE Cary. 


BLOOD 


Satterlee, H. S., and Hooker, R. S.: The Use of 
Herudin in the Transfusion of Blood. J. Am. 
M. Ass., 1914, lxii, 1781. By Surg., Gynec. & Obst. 

The authors believe that herudin exerts an 
antagonistic action on fibrin formation by the heru- 
din combining with thromboplastin in the form of 
an antibody. Therefore, for experimental work, 
they have substituted herudin for parafiin in the 
transfusion of blood. 

They used a 1/500 solution and coated a syringe 
with it just prior to use, the walls of the syringe 
retaining a little over 2 ccm. Experimentally it 
was found that the best results were obtained by 
coating the pipet and shoulder of the syringe with 
paraffin before introducing the herudin, care being 
taken to keep the tip free from tissue juices. 

The following table bears out their results: 


EXPERIMENTAL AND CLINICAL TRANSFUSION WITH 


HERUDIN 
© 
Case and Experiment No. ae 
ef Es 225 ESS ESS 
2 BEA FCA 
160 3 1/1000 12 
* Exp. Transiusion 6............ 150 1/1000 13 
Exp. Transiusion 100) 1/1,000 40 Tt 
Exp. Transfusion 7............ me 063 1/t00 22 
Exp. Transfusion 11........... 200 3 1/500 33 
Clin. Case 1: 
200 3 1/500 16 T 
Clin. Case 2 
Eee 220 3.4 1/450 35 7 
220 43.4 1/450 30) 
Exp. Transfusion 15............. 160 3 1/500 215/, 
Exp. Transfusion 17............. 150 3 1/500 28'2 35 
Trensiumon 18............. 220 3 1/500 35 38t 
Exp. Transfusion 19............. 220 3 1/500 30 38 


*In these experiments the tip of the pipet was not lined with 
paraffin. 
+ Not observed. 


t No clot at 38. EUGENE Cary. 


BLOOD AND LYMPH VESSELS 


Seifert, M. J.: Arteriovenous (Varicose) Aneurism 
of the Deep Epigastric Artery and Vein. Surg., 
Gynec. & Obst., 1914, xix, 59. 

By Surg., Gynec. & Obst. 

The author reports the first case of arteriovenous 
aneurism of the deep epigastric artery and vein on 
record. The symptoms are interesting and sug- 
gestive: The patient had been suffering dull pains 
in the right iliac region; the pains were more pro- 
nounced on pressure; while walking, support of this 
region with the hand afforded some relief; while 

ironing, kneeling on a chair with the right knee had a 
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similar effect. The patient found it easier to carry 
things in her left hand, although she was not left- 
handed. She was neurasthenic, depressed, languid, 
and passive in every way; was a victim of insomnia 
for eight years and at times would awaken at night 
‘all stiff and bathed in sweat.”? She would, at the 


same time, have a violent palpitation and be 
afflicted with a nauseating vertigo. 
consisted of extirpation of an arteriovenous aneu- 


The operation 


rism of the deep epigastric artery and vein the size of 
a goose-egg, with the vessels above dilated to 
about three-fourths inch in diameter and below to 
about one-half inch, the entire mass being about 
seven inches in length. Recovery was uneventful; 
the patient has enjoyed perfect health ever since, 
now a little over three years. 

This case is instructive on account of the un- 
common location of the varicose aneurism, the 
symptoms that baffled some of the best observers, 
the outcome of the operation, its occurrence in a 
woman and without a history of traumatism other 
than instrumental delivery while in labor, and 
because it is the only case of the kind on record, a 
thorough search of the literature failing to reveal a 
single parallel ease. 

The paper concludes with the author’s original 
etiologic theory as follows: 

“Medical problems. Is the theory tenable that an 
infected blood-clot (either within the vessels, as an 
embolus or a thrombus, or, in the perivascular 
tissues, as extravasations or petechial exudations 
from the tissues, etc.) may form an_arterio- 
venous aneurism by ulcerating into one or more 
blood-vessels? Might the increased blood-pressure 
incidental to labor plus the trauma of instrumental 
delivery have caused this condition?” 


Halsted, W. S.: A Case of Iliofemoral Aneurism, 
Exemplifying the Value of the Preliminary 
Partial Occlusion of an Artery in the Treatment 
of Aneurism. J. Am. M. Ass., 1914, lsiii, 207. 

By Surg., Gynec. & Obst. 

Halsted reports a case of iliofemoral aneurism 
which extended over the region of the left groin 
from the symphysis pubis to the anterior superior 
spine of the ilium and to a point 10 cm. below 
Poupart’s ligament. The patient was a_ negro. 
male, 40 years of age, with a positive Wassermann. 
The left leg was enormously swollen from groin to toc 
and very hard. The tumor in the groin presente! 
a great pulsating, expansile swelling. 

The first operation was partial occlusion of the 
left external iliac artery. This was accomplishe:! 
by freeing the vessel from its bed and lifting it 
between two tapes, between which the aluminum 
band was curled about it until a thrill could dis- 
tinctly be felt below it; then it was tightened until 
the thrill was obliterated. The foot immediately 
became quite cold. On the fourth day the pain 
and swelling was much better, and the temperature 
and sensation were normal. . 

About 16 days after the first operation, excision 
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of the aneurism was done. At first Halsted tried 
to dissect out the sac but it was found necessary to 
compress, temporarily, the internal iliac. Just 
below the sac the femoral artery was divided be- 
tween two ligatures and the sac dissected out from 
below upwards. 

A difference in the temperature was noted until 
the fifth day. Nine days after the operation the 
patient is comfortable, the swelling has gone away 
and he has perfect use of the leg for work or walking. 

EUGENE Cary. 


Goodman, C.: Arteriovenous Anastomosis of the 
Femoral Vessels from Impending Gangrene. 
Ann. Surg., Phila., 1914, Ix, 62. 

By Surg.. Gynec. & Obst. 

Frank, in 1881, made the first attempt along this 
line, but successful results were not obtained until 
1902 when Carrel perfected his technique for vas- 
cular anastomoses, and reported the first successful 
case. 

Bernheim, in 19012, collected 52 cases including 6 
personal cases; of this series 15 were successful, 22 
were uninfluenced by the operation, and 15 deaths 
resulted. Of the deaths 13 died of senility and 
erysipelas. Thirty-two operators performed the 
52 operations, and most of the cases were performed 
late in the course of a gangrenous process. 

Coenen and Wiewiorowski, after experimental 
observations. deny the possibility of the complete 
reversal of circulation in a limb or the possibility 
of resuscitating a limb threatened with gangrene by 
arteriovenous anastomosis. Many European  sur- 
geons, in discussing the paper, agreed with Coenen. 

Halsted and Vaughan state that there is but one 
indication for the operation; namely, traumatic 
destruction of a peripheral vessel. They believe 
that if the operation is performed in obliterating 
diseases of the arteries the collaterals are already 
occluded; that the resistance of the valves and ve- 
nous thrombus must be overcome, and, further, the 
blood passes by way of the nearest venous collaterals 
and returns to the heart. 

Corbett attributes failures to technical errors. 

Goodman thinks that reversal of circulation is 
possible and is applicable in arteriosclerosis of the 
extremities and arterial thrombosis. 

The author advocates end-to-end anastomosis. 
He cites as “‘strong presumptive evidence of its 
value’”’: (1) an increase in the warmth of the part; 
(2) improvement of color; (3) relief of pain; (4) 
filling of superficial veins; (5) pulsation in veins 
below the anastomosis; (6) return of the part 
threatened with gangrene or the achial seat of 
gangrene to the normal. 


519 


The author cites 16 personal cases, with 6 suc- 
cesses. The technique is delicate and requires 
attention to detail; the operation should not be 
undertaken in the presence of sepsis or advanced 
gangrene. 

Points to be specially observed in the technique 
are: 

1. Isolate the vessels, ligate all small vessels; 
use an aneurism needle in preference to hamostats. 

2. Remove all adventitia. 

3. Dry the field of operation before incising the 
sheath. 

4. Cover the wound with a protector and then 
with black oriental silk. 

5. Keep vessels covered with liquid petrolatum. 

6. Suture with fine silk. IsiporE Conn. 


ELECTROLOGY 
Boggs, R. H.: X-Ray 


Interpretation. 
Clin., 1914, cxii, 96. 


By Surg., Gynec. & Obst. 

The making of X-ray plates is an art and, in the 
hands of those who have developed it seriously, 
réntgenograms are made which are worthy of being 
compared to the work of any other artist. On the 
other hand, the interpretation of X-ray findings is a 
science pure and simple. In the best clinics the 
rontgenologist is a competent medical man with 
trained assistants and is not restricted. He is a 
consultant, asked for an opinion, not a picture, and 
he shows only such pictures as best elucidate his 
report. 

A real réntgenologist never allows himself to see 
anything on the plate because of clinical symptoms, 
but he must know the clinical side to guide his 
examination so as to bring out the facts. 

There is so much inaccurate X-ray work that 
réntgenologists, who testify as experts, are no 
longer surprised at any absurdity that may be de- 
duced from a plate that to them is perfectly plain. 
They are constantly amazed at the assurance with 
which a plate that can scarcely be deciphered, or 
the opinion of a man without special training or 
experience, is offered as evidence. 

The methods of making and interpreting rént- 
genograms of the accessory sinuses, the pituitary 
fossa, the chest, the alimentary canal, and other 
organs, are all large subjects of themselves If it 


would require the examination of, say, five hundred 
cases of fractured elbow, and a dispassionate study 
of the after-results to give one experience sufficient 
to make his opinion valuable, it can be seen what an 
extensive experience and constant team-work are 
necessary to make one able to do réntgenological 
work worthy of confidence. 


D. R. Bowen. 
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Southwick, G. R.: The Treatment of Fibroid 
Tumors, with a Report of One Hundred 
Operations. JN. Eng., M.Gaz., 1914, xlix, 366. 

By Surg., Gynec. & Obst. 


Palpable fibroids were found by the author in 
five per cent of his clinical cases. For purposes of 
treatment, he divides them into four classes as 
follows: 

1. Small fibroids which cause no symptoms and 
grow very slowly. These are most commonly sub- 
peritoneal and cause no symptoms. They require 
treatment only when submucous or in the cervix. 

2. Fibroids of the cervix are dangerous compli- 
cations of pregnancy, may cause sudden retention 
of urine, and are particularly liable to malignant 
degeneration. 

3. Large fibroids usually produce symptoms, are 
usually subperitoneal and of long duration. De- 
generation changes are late, but ten per cent finally 
endanger the life of the patient. 

4. Submucous fibroids are most dangerous. 
Necrosis occurs in forty-three per cent. Bleeding 
is severe and persistent. They predispose to cancer 
of the endometrium and inflammation of the tubes 
and ovaries. 

The relation of fibroid tumors to sterility, fertil- 
ity, and pregnancy depends largely on the situation 
of the growth. A submucous fibroid often pre- 
vents pregnancy or causes abortion. If the placenta 
is retained above the fibroid, hysterectomy is 
necessary. Fibroids in general diminish fertility, 
but if pregnancy does occur, the patient, on account 
of the danger of complication, should be delivered in 
a hospital. 

The menopause ushers in the periods of malignant 
degeneration although in many cases the growth of 
the tumor is checked. Ten per cent of the fibroids 
operated upon between 50 and 60 years are com- 
plicated by cancer, and sixty per cent of the de- 
generations occur after 4o. 

Larger fibroids are often associated with visceral 
and cardiac degenerations, about eleven per cent 
of which are dangerous to life. Ina series, tabulated 
by Crossen, nineteen per cent of 1,815 cases would 
probably have caused a fatal termination from local 
complications or degeneration. In addition, thirty- 
cight per cent of 951 cases showed disturbance of the 
heart. 

Palliative treatment consists in measures to 
control hemorrhage. These consist in rest in bed, 
vaginal tampon, ergot, and adrenalin administered 
hypodermatically, thyroid tablets, and various 
preparations of lime. Electricity and X-ray do 
little more than control hemorrhage. 


Operative treatment shows a mortality of three 
to four per cent —three per cent in the author’s 
series of 100 cases. 

Myomectomy has only a limited field and is 
followed by a higher mortality and more eventful 
convalescence than hysterectomy. German statis- 
tics show seven per cent recurrence. Less than ten 
per cent bear children after myomectomy. 

The author’s preference is for abdominal hys- 
terectomy leaving a little endometrium for men- 
struating women. In others, the cervical endo- 
metrium is removed or complete hysterectomy per- 
formed. ‘Transplantation of ovaries is of value in 
preventing climacteric disturbances. 

Small tumors in the fundus may be watched. 
For others, operation is the treatment of choice. The 
mortality is less than the frequency of malignancy 
in operated cases. S. A. CHALFANT. 


Kroénig, Gauss, Krinski, Lembcke, Witjen, and 
K6nigsberger: Further Experience in the Non- 
Operative Treatment of Cancer (Weitere Erfahr- 
ungen bei der nicht operativen Behandlung des 
Krebses). Deutsche med. Wchnschr., 1914, xl, 740. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The Freiburg gynecological clinic has for over 
two years systematically made use of the principle 
of homogeneous irradiation — monochromatic rays 
and uniform wave impulses —in the treatment of 
malignant tumors. In this work the authors 
review their successes and failures and discuss 
disputed points in radiotherapy on the basis of 
their experience. 

They first take up the question of whether réntgen 
rays or radio-active substances are preferable, 
whether certain differences are to be made in their 
use, or whether they should be combined. If it is 
assumed that the principle of homogeneous ir- 
radiation is right, then of course those rays are 
preferable which have the greatest capacity for 
penetrating the tissues. 

In spite of improvements in réntgen apparatus 
there is still a great difference in the penetrability 
of the y-rays of radium and mesothorium and 
those of réntgen rays, and the difference is in 
favor of the former. The authors have carried out 
experiments on this point. They also tried to make 
the réntgen rays more penetrating by changing the 
filter and by using different metals and different 
thicknesses of metal. They came to the conclusion 
that the question of the best filter has not yet been 
decided, nor has the question of secondary rays. 

The by-effects observed in tissues when lead 
filters are used are not caused by the secondary 
rays from the lead, but rather by overdosage, on 
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account of too close distance. This close distance 
is not in accordance with the principle of homo- 
geneous irradiation. They instituted experiments 
to determine whether such a close distance is neces- 
sary and how great the distance can be with a cer- 
tain amount of mesothorium in order to get a pro- 
nounced effect on the carcinoma. 

They reach the conclusion: In using mesothorium 
or radium for the treatment of deep-seated car- 
cinomata the distance of the preparation from the 
skin should be at least 5 cm. in addition to the thick- 
ness of the filter, for the sake of obtaining mono- 
chromatic rays and uniform wave impulses. With 
this relatively long distance there is the danger that 
the strength of the dose that reaches the deep- 
seated tumor may be too low, so that instead of 
destruction there may be stimulation of the growth. 
The force of the impulse for the proper dosage is 
between 1.06 and 10.75 for different kinds of car- 
cinoma. It should never be less than 1.06; there- 
fore for deep-seated carcinomata amounts of 
mesothorium should never be used that are equiva- 
lent to less than 500 mg. radium bromide. If the 
distance is great enough, the injuries to the tissues 
that have heretofore been observed need not be 
feared. Histological examination shows that there 
is no essential difference in the biological effect of 
réntgen rays and mesothorium. The quotient of 
election between carcinoma cells and normal tissue 
cells with regard to y-rays of mesothorium 
and filtered réntgen rays is so great that the normal 
tissue cells are injured much less easily by the rays 
than the carcinoma cells. The experience of the 
authors has shown that with either mesothorium 
rays or filtered réntgen rays, deep-seated carcino- 
mata may be destroyed without material injury to 
the normal tissues. Their cases have been under 
observation now for two years. In cases that are 
very difficult to operate and the chances of recur- 
rence are great, they have decided on radiotherapy 
in preference to operation; they particularly prefer 
radiotherapy to operation, when the carcinoma is 
readily reached by a cross-fire. If a carcinoma has 
been removed by operation, the patient should be 
given radiotherapy at intervals for at least two 
years to avoid recurrence. OEFHLER. 


Goffe, J. R.: The Biochemical Function of the 
Endometrium in the Etiology of Metrorrhagia 
and Menorrhagia. JN. Y. M.J., 1914, c, 109. 

By Surg., Gynec. & Obst. 


The author reviews the work of Morawitz, 
Birnbaum, and others, relative to the physiological 
processes governing the coagulation of the blood. 
Strumdorf, of Goffe’s clinical staff, accepting the 
conclusions of Christea and Denk that systemic 
blood remains unchanged during the menstrual 
period, showed conclusively that the change took 
place in the endometrium. He collected, at the 
same time and from the same patient, menstrual 
blood direct from the uterus in one receptacle and 
blood from the uterine artery in another. The 


521 


former remained fluid while the latter coagulated 
normally. 

Goffe believes that the bleeding endometrium 
with autolytic disintegration of the capillary walls 
produces an antifibrin, the proper balance being 
maintained by the secretions of the corpus luteum 
augmented by the thyroid and other ductless glands. 
Therefore, in uterine hemorrhages during adolescence 
or the preclimacteric period, without recognizable 
lesion, he condemns the curette, except for diagnosis, 
and is attempting to supply the deficiency in the 
internal secretions. H. Cary. 


Slemons, J. M.: The Involution of the Uterus and 
Its Effect upon the Nitrogen Output of the 
Urine. Bull. Johns Hopkins Hosp., 1914, xxv, 
1095. By Surg., Gynec. & Obst. 

Slemons claims, by cases cited, that the increase 
of the nitrogen output in the urine during the puer- 
perium is due to the involution of the uterus. Ina 
previous paper the conjectural conclusion had been 
reached that the nitrogen content of the urine was 
lower during the latter part of pregnancy than in 
non-pregnant women; at the time of labor it had 
fallen below that of pregnancy; while during the 
puerperium it rose to such an extent as to become 
greater than that generally accepted as normal. 

In the first one of the two cases cited, he endeavored 
to ascertain whether the increased nitrogen output 
was effected by the casarean operation and in the 
second whether it was influenced by the removal of 
the uterus at the time of the cwsarean section. The 
influence of lactation and anawsthesia is also dis- 
cussed. 

From the observance of these two cases Slemon 
concludes from clinical grounds that the process is 
due to an autolysis which breaks muscle protein 
down into simpler substances, which are absorbed 
into the circulation, and pass through the kidneys, 
augmenting the nitrogen output for a period of about 
two weeks. H. G. Garwoop. 


Byford, H. T.: An Internal Alexander Operation. 
J. Am. M. Ass., 1914, Ixii, 2023. 
By Surg., Gynec. & Obst. 

The author briefly discusses the different methods 
for correcting retroversion of the uterus. All of 
the intra-abdominal methods recommended have 
either proved unreliable or have been associated 
with objectionable features with regard to their 
conception or to resulting complications. The 
Alexander operation is freer from these objections. 
In some cases the author performs this operation, 
closing the abdominal incision already made. 

The method Byford now employs avoids intra- 
peritoneal complications and leaves the parts in 
about the same favorable condition as the Alexander 
operation. The method consists in making a fold 
near the distal end of the ligament and attaching it 
intra-abdominally, but extraperitoneally, near the 
internal ring. Its execution is so simple that a 


large incision is unnecessary and it requires much 
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less time and occasions less trauma than an added 
Alexander operation. 

The steps are as follows: After the intra-abdom- 
inal work for other conditions has been completed, 
the round ligament is grasped by forceps and pulled 
out of the inguinal canal until it becomes taut. 
It is then transfixed by a needle, threaded with 
fine chromic catgut, at a point about a centimeter 
from the internal ring and again about 3 or 4 cm. 
from the uterine end. The thread is then tied so as 
to make a loop of ligament. The sides of the loop 
are then sutured with fine chromic or plain catgut, 
forming a sort of double cord. The same is done 
on the other side and the parts palpated to deter- 
mine whether the amount of shortening has been 
sufficient or excessive. 

The peritoneum is next separated freely from the 
abdominal wall low down on one side of the in- 
cision as far laterally as the internal inguinal ring. 
There is practically no bleeding, and by inserting a 
short retractor between the peritoneum and rectus 
muscle, the abdominal wall can be raised, and the 
subsequent work can be done by the aid of sight 
and touch. With a slender, slightly curved pair of 
snap forceps a puncture from without inward is made 
in the peritoneal membrane near the internal ring 
and the end of the loop of ligament is grasped and 
pulled through the puncture until the sutured por- 
tion of ligament is all extraperitoneal. The loop is 
then given a half twist on itself and, with a curved 
needle and permanent suture, its base is sutured to 
the inner surface of the abdominal wall as near the 
internal ring as possible without danger of punctur- 
ing the epigastric artery. The loop is then horizon- 
tally sutured along the abdominal! wall. 

As the suture that makes the loop is a centi- 
meter away from the internal ring and also from the 
permanent attachment suture, there is a_ little 
play of the ligament at the internal ring and some 
elastic traction exerted by the normal attachments 
in the inguinal canal. This play prevents muscular 
atrophy. After operation, the intra-abdominal 
pressure will cause the raw surfaces to coapt as soon 
as the incision is closed. Epwarp L. CorNneLtL. 


ADNEXAL AND PERIUTERINE CONDITIONS 


McMeans, J. W.: 
Dermoids. 


Fatty Concretions in Ovarian 
J. Obst. M. V., 33 
By Surg., Gs nec. Obst. 


The author gives a brief clinical history and de- 
scribes in detail the ovarian cyst and its contents, 
which were shown to be fatty concretions. These 
concretions varied in size from a pea to a marble, 
were putty-like and of auniform yellowish gray color. 
The cyst contained no free fluid. 

A comparative examination of the lipoid material 
in ordinary dermoids and of the concretions showed 
the following: 

ORDINARY DERMOID 
1. Material semifluid at 37° C. 
2. Much hair intermixed. 
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. Small granular fat particles. 

. Small amounts of débris. 

Squame few. 

. Cholesterin (chemically). 

. Double refractile bodies present in great num- 


ons auf w 


. No inflammatory cells. 


DERMOID CONCRETIONS 
. Concretions semisolid. 
Few hairs in concretions themselves. 
. Large fat drops. 
Much débris of cells. 
. Squame many. 
Cholesterin (chemically). 
. Double refractile bodies present. 
. Inflammatory cells. 


He gives the various theories advanced to explain 
the formation of the concretions but draws no con- 
clusions. He has also studied a dermoid (sebaceous) 
cyst of the scalp, the contents of which were simi- 
lar to those of the ovarian cysts. C. H. Davis. 
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Scudder, C. L.: Salpingitis; the Results of Treat- 
ment by the Abdominal Approach. Boston 

M. & S. J., 1914, clxxi, 08. 
By Surg., Gynec. & Obst. 

The author reports only those cases in which the 
result is known after several years and the report 
is based on 74 cases in which the result is known 
in 4o. 

The majority had gonorrhoeal infection. In 
others it followed attempted abortion; the latter 
were the most seriously ill. The operation was 
deferred until the acute symptoms had subsided. 

The advantages of the abdominal route are: The 
exact location of the disease can be located and 
carried out more safely; intesinal adhesions can 
be more safely separated; and the exact condition of 
the pelvic organs determined. 

Of the 74 cases, 69 were operated upon with 3 
deaths, one following a dilatation and curettage for 
a septic abortion. Of the 40 who reported, 39 had 
been operated upon. The one not operated upon 
who reported had not been relieved. Of the 30 
operated upon 36, or 92.3 per cent, were relieved. 

Four subsequent pregnancies occurred in 12 cases 
in which one tube, or a tube and an ovary, had been 
removed. No ectopic pregnancies occurred subse- 
quent to operation. 

Two cases had subsequent operations: 
persisting sinus, the other for fibroid. 
hernia occurred in five cases. 

A complete history with report of late examina- 
tions in the 38 cases is attached. S. A. CHALFANT. 


one for 
Incisional 


Howell, W. H.: The Inflammations of the Female 
Pelvis, with Specia! Reference to the Subject 

of Drainage. Penn. M. J., 1914, xvii, 777- 
By Surg., Gynec. & Obst. 
The author wishes to emphasize the following 
facts: 


1. The “let alone” policy in acute pelvic inflam- 
mations. 

2. The dangers of the curette following septic 
abortions. 

3. The custom of making frequent digital exam- 
inations in acute pelvic inflammations should be 
discouraged, one examination being sufficient. 

4. The prolonged use of cold applications to 
the affected part is to be condemned—forty-eight 
hours is the proper limit. 

5. A well-detined pelvic abscess should be opened 
and drained, preferably per vaginam. 

6. By making careful microscopic examinations 
of stained films of the peritoneal exudate at the time 
of operation, it can be foretold, with considerable 
accuracy, whether the patient will get well or not. 
Also, by this procedure, the surgeon may gain knowl- 
edge that will assist very materially in deciding 
the question of drainage. Harvey B. Matruews. 


Fiolle, J., and Fiolle, P.: Peri-Metro-Rectal Fibro- 
sis (Les fibroses péri-métro-rectales). J. de chir., 
1914, xii, 575. By Surg., Gynec. & Obst. 

Inflammations of the internal female genital 
organs sometimes recover spontaneously with the 
production of fibrous tissue. This fibrosis may 
proceed to such a degree as to strangulate the rectum 
more or less completely after the lesions of the 
uterus and adnexa are completely well. The con- 
dition is rare. In tort only 38 cases had been 
published, but there are doubltess many cases that 
are never diagnosed. Most of the cases are in 
women from 40 to 55 years of age. 

Any affection of the internal genital organs may 
cause this fibrosis, but in the great majority of 
cases it is due to puerperal or gonorrhceal infection; 
other causes, such as fibromata, uterine displace- 
ments, tubercular peritonitis, infections of the walls 
of the pelvis, and abscess of the recto-vaginal 
septum, are of secondary importance. 

The fibrous tissue predominates generally in the 
uterorectal space. The posterior surface of the 
uterus and the anterior surface of the rectum are 
especially involved; but it is not unusual to find 
sclerosis infiltrating the vaginal wall, and the space 
between the rectum and the sacrum may also be 
involved. The location may be at varying heights, 
but is most frequent at about the fourth sacral 
vertebra. The area of fibrous tissue may be variable 
in form — narrow bands, semicircular, or in large 
irregular masses. It is typical scar tissue, plastic 
in recent cases, later becoming hard and woody. 
It has been claimed that the walls of the rectum 
are not involved, but the authors have not found 
this to be the case. The muscular part of the wall 
is involved but not the mucous membrane. 

There is a history of genital infection. Functional 
symptoms do not appear until the rectum is con- 
siderably retracted and the genital lesion has prob- 
ably recovered. The first sign is constipation al- 


ternating with diarrhoea, which follows any de- 
crease in the caliber of the intestinal tract. 


There 
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Example of low peri-metro-rectal fibrosis (author's own 


case). The muscular wall of the rectum is invaded, but 
the mucous membrane is intact. Douglas’ cul-de-sac has 
disuppeared at the level of the stenosis. 


is pain in the rectum with an intense desire to 
defecate without the ability to pass either faces or 
gas. The abdomen is distended and sensitive, and 
there is pain throughout the course of the colon, 
sometimes localized in the descending colon or 
splenic flexure. The stools are changed in form, 
varying with the anatomical form of the stenosis; 
sometimes they are soft or even liquid. There are 
gastric symptoms of such severity that cancer of 
the stomach is sometimes diagnosed. ‘There is 
also general emaciation, yellowish tint to the skin, 
asthenia and foetid odor of the breath, which tend 
to confirm that diagnosis. There may be dys- 
menorrhoea and difficulty in sexual relations. Ab- 
dominal palpation does not give much information. 
Rectal or combined rectal and vaginal palpation is 
most valuable, showing the seat of the stricture, 
its form and degree, the height to which it extends, 
its consistency, the condition of the walls, and the 
degree of sensitivieness. The tube is arrested if an 
attempt is made to give enemas. Rectoscopy is 
indicated only in very high strictures. The de- 
velopment of the condition is ordinarily very slow, 
and the complications most often encountered are 
acute or chronic obstruction and tuberculosis. 

The prognosis is grave. The patients generally 
do not present themselves for treatment until the 
disease has advanced to such a degree that the 
general condition is very poor and often the stenosis 
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does not yield to simple treatment, such as hysterec- 
tomy. 

The difficulty of diagnosing the condition is 
explained by its rarity and the fact that its symp- 
toms are common to so many diseases. In order 
to make the diagnosis it is necessary to have in 
mind the possibility of such a condition. It is 
necessary to make a differential diagnosis from 
cancer of the rectum, cancer of the uterus, cancer of 
the stomach, and true stricture of the rectum. 
Rectai tumors bleed, while in fibrosis there is no 
bleeding, unless it be from hemorrhoids. In 
fibrosis the mucous membrane is intact, while in 
cancer it is not. Cancers of the cervix are easily 
recognized and those of the body cause frequent 
hemorrhage. Moreover, cancer of the uterus causes 
a much more rapid decline of the general condition 
than fibrosis. Nevertheless, the differential diagno- 
sis is difficult, and sometimes doubtful, even after 
the abdomen is opened. In differentiating from 
cancer of the stomach radioscopy does not show 
pyloric stenosis; there isno hematemesis, nor melena, 
and no epigastric tumor. True strictures of the 
rectum are generally lower down and more regular 
in form. The genital organs are normal and the 
posterior vaginal wall and uterus are movable on the 
rectum. 

The medical treatment consists in treatment at 
hot springs and in injection of fibrolysin. There 
are several methods of surgical treatment: (1) 
dilatation and massage; (2) hysterectomy and ab- 
dominal liberation; (3) vaginal section of bands; (4) 
posterior liberation of the rectum by a coccyperi- 
neal incision; (5) artificial anus; (6) rectosigmoid 
anastomosis; and (7) resection of the retracted 
zone. The latter operation is long, difficult, and 
serious, and the authors do not think it logical. 

Two cases are described as follows: 

The first case was that of a woman of 52 with a 
history of a tear of the cervix at her last delivery, 
followed by metritis. Peri-metro-rectal fibrosis 
developed. Hysterectomy proved insufficient and 
was followed by vaginal section of fibrous bands. 
This was followed up by dilatation, massage, and 
injection of fibrolysin, in spite of which there was 
recurrence. An artificial anus was established. 
The second case was a woman of of 38, who had had 
peri-metritis with an abscess of Douglas’ pouch. 
Several years later peri-metro-rectal fibrosis with 
intestinal occlusion developed. An iliac anus was 
established on the left side, and afterward a recto- 
sigmoid anastomosis was made through a coccy- 
perineal incision. 

If peri-metro-rectal fibrosis is diagnosed early, 
before strangulation is very pronounced, it may be 
treated by a sojourn at some hot springs, injections 
of fibrolysin, dilatation, and massage. In ordinary 
cases, that is to say, where the stricture is causing 
some difficulty, the operation indicated is removal 
of the uterus and adnexa with decortication of the 
rectum. Before undertaking it, however, the op- 
erator should be sure it is possible to carry it out. 


INTERNATIONAL ABSTRACT OF SURGERY 


If the block of tissue is fixed, immovable, and hard 
as cartilage, it is best not to attempt it. This can 
often be determined only on laparotomy. If 
hysterectomy is possible but insufficient, it may be 
followed by dilatation, injection of fibrolysin, etc. 
With or without hysterectomy bands may often be 
cut through the vagina. This is particularly useful 
as a supplementary procedure after abdominal 
removal of the uterus. Posterior liberation is very 
rarely indicated—in the first place because it is more 
logical to go directly to the cause of the fibrosis, the 
uterus, and in the second place because only the 
lower part of the rectum can be reached in this way. 
The severity of the operation is out of proportion to 
the results to be hoped for from it. In cases of 
fibrosis ending in acute occlusion it is necessary to 
act quickly, and the operation must not be a severe 
one. The establishment of an iliac anus is the 
only possibility, preferably on the left side. This is 
only a temporary resource. When the patient gets 
better she generally demands another operation. 
Hysterectomy is the operation of choice if possible; 
if not, rectosigmoid anastomosis. A. Goss. 


EXTERNAL GENITALIA 


Curtis, A. H.: On the Pathology and Treatment 
of Chronic Leucorrhoea. Surg., Gynec. & Obst., 
1914, Xix, 25. By Surg., Gynec. & Obst. 


As the result of clinical observation and painstak- 
ing bacteriological study Curtis believes that puru- 
lent discharges usually form in the lower genital 
tract and that excessive mucous secretion from the 
cervix favors their development. The uterus tends 
to remain free from infection. 

The cause of purulent leucorrhoea appears to be a 
condition of decreased local vitality with associated 
low-grade infection, in which anaérobic bacteria 
play a prominent part. 

In treatment, the need of general hygienic meas- 
ures and care of pelvic complications is emphasized. 
Curettement of the uterine cavity, frequent douches, 
and tampons are probably harmful. Destruction of 
the cervical glands or amputation of the cervix may 
be necessary to stop excessive mucous secretion. 

Autogenous vaccines, notably those containing 
anaérobic bacteria, were used in a large number of 
cases. Powder treatment was also employed. 
Treatment that yielded the highest percentage of 
successful results consisted in the use of autogenous 
vaccines and dry cleansing of the vagina, together 
with applications of powder. 


Hamburger, R.: Vaccine Treatment of Gonor- 
rhea in Children (Zur Vaccinebehandlung der 
kindlichen Gonorrhée). Deutsche med. Wehnschr., 
1914, xl, 759. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports his observations on 21 children 
with vulvovaginitis, most of whom had been treated 
locally for some time. Six to ten injections were 
given to a patient at intervals of 4 to 5 days — 
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dose o.t to 1.0. Mixtures of several strains of 
bacteria gave the strongest reactions. The symp- 
toms were threatening on intravenous injection. 
Intramuscular injections were borne better. The 
reaction was specific; there was increased discharge, 
involvement of the adnexa, and marked focal re- 
action of the peritoneum. A type of fever is de- 
scribed. 

The conclusions are: Vaccine treatment alone 
will not cure vulvovaginitis in children; it is not 
even a supplement to local treatment. Romeick. 


Dickinson, R. “L.: Primary Perineorrhaphy by 
Buried and Subsurface Catgut Suture. JN. 
Y.M.J., 1914, ¢,157. By Surg., Gynec. & Obst 

A report is made of 57 cases of recent perineal in- 
jury of various degrees, operated upon at th Brook- 
lyn Hospital by the buried catgut suture method. In 
each instance primary union resulted, whether inter- 
rupted stitches were closed over by running inter- 
cutaneous lacing, or whether a single strand ran as a 
continuous tier suturing and the two ends came 
together, one submucous, the other subcuticular, the 
whole secured by one deep knot and one hidden 
surface knot. 

The advantages of layer suture in pelvic floor in- 
juries are shown to be the minimizing of observation 
on sponging or the pulling out of stitches from a 
surface especially sensitive and inaccessible; the 
almost immediate disappearance of the wound; 
freedom from dressing and skin drag; skin comfort 
and skin dryness; and notable swiftness of union. 


Plain catgut No. 1 does well for lesser tears and may 


suffice for all. Chromic gut No. 1 was used in two- 
thirds of the cases reported. In layer work this is 
sometimes used doubled. For doubled chromic 
continuous suture No. o is large enough, and even 
for the single-tier suture one thread twenty to 
twenty-four inches is cut, but only three to six inches 
are used. Two Mayo needles, needle-holder, scis- 
sors, and thumb forceps are needed. 

The three methods found to work well are: (1) 
interrupted buried stitches, either circular in sweep 
or of figure-8 form; (2) continuous layer catgut, in 
two or three tiers, the last being subsurface, the work 
being done, generally, with one strand, the larger 
bights being locked by the buttonhole form of stitch; 
(3) the figure-8, continuous, center locking, the same 
strand going on to make the subsurface closure. 
Any choice or combination of the methods may be 
used. All three methods are described in detail and 
fully illustrated. 

A tabulation of the cases reported shows that the 
operations were done both by the expert and by the 
resident, who changes every three months. Some 
were complete lacerations; some perineotomies on 
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primipare. The ordinary wound, after the first 
few hours, is practically invisible. When they are 
extensive the repairs are done from the second to 
the fourth day. This insures a better study of the 
anatomy and a fresher operator, with a field less 
distorted and no bleeding to obscure it. In many 
instances the histories stated that days, or weeks, or 
months after operation no scar could be found. 
Application of the method is made to the Jevator 
suture; anterior injuries; slits in the labia minora; to 
complete lacerations; and to cervix repairs done 
from the second to the tenth day post-partum. 


MISCELLANEOUS 


Lupnoff, A.: External Migration of the Ovum 
from One Side to the Other (Die jiussere Uber- 
wanderung des Eies). Ssibirsk. Vrach, 1014, 203. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In exceptional cases there is maturation and 
rupturing of a follicle during the first months of 
pregnancy; but as a rule ovulation stops with the 
beginning of pregnancy. At the site of the ruptured 
follicle a true corpus luteum develops that increases 
in size until the fourth month of pregnancy and 
sometimes disappears toward the end of pregnancy. 
or more frequently still persists after the end of 
pregnancy. In view of these facts, it is possible in 
many cases to say with certainty whether the 
ovum has migrated through its own tube or that of 
the opposite side. 

Hofimeier, Leopold, Martin, Sippel, and others 
have shown experimentally that the external migra- 
tion of the ovum from one side to the other is pos- 
sible. Several ova even may complete this migra- 
tion. It is favored by displacement of the pelvic 
organs from inflammatory processes, tumors, and 
any variations in the form of the organs of the 
true pelvis. The closure of its own tube, the loss 
of the epithelium, and the lack of the normal stream 
of serous fluid in the tube may also be regarded as 
causative factors. 

Whether, as Hasse asserts, external migration 
may take place without any pathological changes is 
hard to decide, and proof is as yet lacking. Fre- 
quently external migration takes place in extra- 
uterine pregnancy; it is possible that it is a factor 
in causing extra-uterine pregnancy. On the other 
hand, external migration makes pregnancy possible 
in women who have lost the ovary of one side and 
the tube of the other. 

Winkler describes a case in which a woman whose 
right tube and left ovary had been removed had 
two normal deliveries and died during the third 
normal pregnancy. This fact is only to be ex- 
plained by external migration. WAEBER. 


PREGNANCY AND ITS COMPLICATIONS 


Davis, E. P.: The Treatment of Placenta Preevia. 
J. Am. M, Ass., 1914, \xiiii, 290. 
By Surg., Gynec. & Obst. 

In the treatment of placenta previa, the two 
following important factors must be kept in mind: 
(1) Any vaginal hemorrhage in a pregnant woman is 
a symptom of danger and must not be neglected. 
Because hemorrhage from placenta praevia is ac- 
companied by no pain it is frequently neglected by 
patients. (2) In dealing with these cases, the danger 
of infection must be kept prominently in view. 
Vaginal examinations and manipulations must be as 
infrequent as possible, and the use of the tampon 
should be avoided. 

In incomplete placenta previa, the best treatment, 
in the hands of the general practitioner and in 
private houses, is to rupture the membranes as 
extensively as possible, when dilatation permits this 
procedure. Tonic doses of strychnine are given and 
the patient is allowed to deliver herself, or, at least, 
to force the presenting part down to the vulva before 
artificial delivery is undertaken. In this way hem- 
orrhage and infection will be reduced to a minimum 
and, although the risk to the child is great, the 
mother’s safety should be considered first. 

In complete placenta praevia, under the same 
circumstances, the Braxton-Hicks method of bring- 
ing down the leg and breech of the child as a plug 
should give the mother the best chance. The 
placenta must be perforated by one or two fingers, 
combined version performed, and the leg seized 
and drawn through the placenta. Only sufficient 
traction should be made to bring the breech firmly 
into the pelvic cavity and against the cervix and 
placenta, and, under no circumstances, should 
forcible and immediate extraction be practiced. 
The life of the child should be disregarded in the 
interests of the mother. If a constant tension on 
the child is desired, a noose of bandage should be 
slipped about the infant’s ankle and a moderate 
weight attached. The mother may then be stim- 
ulated as required, care being taken to avoid the 
use of ergot and pituitary extract. The mother 
demands constant observation until labor finally 
develops, and the foetus, if possible, is expelled 
spontaneously. In placenta previa the practitioner 
must expect and be forewarned against post-partum 
bleeding. The delivery of the child should be fol- 


lowed by the delivery of the placenta, irrigation of 
the uterus with a hot 1 per cent dilution of liquor 
cresolis compositus or normal salt solution, and firm 
packing of the uterus, cervix, and vagina with 1o 
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per cent iodoform gauze. If the cervix is torn, 
immediate suture may be necessary. 

In hospital practice, with the mother in good con- 
dition and the membranes available for rupture, the 
escape of the amniotic liquid may be followed by the 
introduction of a dilating bag through the rent in 
the membranes into the cavity of the amnion. This 
should be gradually distended to its fullest extent, 
securing dilatation of the cervix with pressure on 
the placenta. With dilatation sufficiently advanced, 
the child may be delivered by forceps with a mini- 
mum risk to the mother and great reduction in 
foctal mortality. When the membranes are not 
available for rupture and when the cervix is resisting, 
because in a primipara it is poorly developed, or 
because in a multipara it has been altered by scar 
tissue from previous confinement, the best result 
will be obtained for the mother and child by prompt 
resort to abdominal cesarean section. If the child 
is premature, dying or dead, from long-continued 
maternal hemorrhage, the placenta may be per- 
forated by the fingers and combined version prac- 
ticed. The child’s body is used as a plug. If the 
child be living and in good condition, the cervix soft 
and dilatable, the head presenting, and the patient 
in the hospital, the obstetrician may elect to pierce 
the placenta and insert a dilating bag through it 
within the cavity of the amnion. With good 
dilatation, the use of the forceps will sometimes 
secure a living child. In hospital practice, however, 
where the child is fully viable, the best results for 
both mother and child will be obtained by abdom- 
inal cesarean section. At full-term in hospital 
cases, whether the child be living or dead, the mother 
will obtain her best chance for recovery by the same 
method. 

The author’s experience in abdominal cesarean 
section for placenta previa comprises seventeen 
cases. In these the membranes were not available 
and the placenta practically covered the entire 
internal os. In some of these patients the child was 
dead or dying and the mother exsanguinated. All 
were at or near term. During the operation the 
patients received intravenous saline transfusion, and 
strychnine, digitalone, and atropine were given 
hypodermatically. In exsanguinated cases, the 
patients were kept in the Trendelenburg posture 
until reaction occurred; external heat, rectal injec- 
tion of stimulants, and oxygen inhalation were used 
with success. 

Of the seventeen patients, three were especially 
exsanguinated through severe and repeated haemor- 
rhages. All the mothers recovered. The feetal 
mortality was 40 per cent. There was no maternal 
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morbidity except slow recovery incident to severe 
anemia. Infection did not develop. 
Epwarp L. CorneELL. 


Rongy, A. J.: 
Pregnancy. 


Treatment of the Toxzmias of 
J. Am. M. Ass., 1914, Ixiii, 158. 
By Surg., Gynec. & Obst. 


The primary purpose of the paper is to point 
out the very important fact that the toxemias of 
pregnancy cannot always be treated by either the 
radical or the conservative method, and that the 
clinical varieties of eclampsia are such that no one 
method is applicable to all. While the author be- 
lieves that the uterus should be emptied in all cases 
of eclampsia, still each case must be individualized 
in order that the proper procedure may be adopted. 
Finally, he believes that if an active campaign of 
education were to be instituted among the physicians 
as well as the public, and attention called to the fact 
that there is present a definite preéclamptic stage 
and that there are premonitory symptoms in per- 
nicious vomiting of pregnancy, the mortality and 
morbidity of the various toxemias could be greatly 
reduced or even entirely eliminated. 

The author has used placental serum in the treat- 
ment of four cases of pernicious vomiting and three 
cases of threatened eclampsia. The advantage of 


this treatment is that if improvement is to take 
place, it is usually noticed very early, and if after a 
trial of from thirty-six to forty-eight hours, the 
patient fails to show signs of improvement, it should 
be discontinued. Six of the seven cases are briefly 


reported. One of these died from the effects of 
erysipelas, while the others recovered. 

In the treatment of eclampsia, the method usually 
adopted depended on the period of gestation and the 
rapidity with which the delivery had to be ter- 
minated, as evidenced by the clinical signs and 
symptoms. In cases in which labor had already set 
in, delivery was usually completed by manual dila- 
tation, or by dilating bags, followed by forceps or 
breech extraction. Patients in whom the toxemia 
was apparently mild, having absolutely lucid 
intervals between convulsions, and in whom the 
pulse rate was not affected to any degree, were 
treated by the catheter or dilating bags, in order to 
have labor set in. Patients in whom eclampsia 
occurred before the seventh month, with severe 
toxemia, were delivered by Diihrssen incisions. 
Delivery by vaginal casarean section was adopted 
in all eclamptic patients not in labor, with long and 
rigid os during the seventh and early part of the 
eighth months of gestation. Abdominal cesarean 
section was performed during the last four or five 
weeks of pregnancy in primipare having severe 
toxemia, not in labor, with long and rigid cervix. 
Vaginal cesarean section, in these cases, should 
never be the operation of choice, for many obstacles 
may be encountered which complicate the operation 
and endanger the life of the child. The medicinal 
treatment used for controlling convulsions consisted 
in large doses of the fluid extract of veratrum viride 


527 


associated with small doses of nitroglycerine. 
Morphine in large doses was used in patients who 
were restless between attacks. If the convulsive 
seizure was severe and seemed to exhaust the pa- 
tient, ether was administered. None of these drugs 
seemed to exert any specific action. Venesection 
was resorted to in plethoric patients with high blood- 
pressure. Epwarp L. Cornett. 


Ill, E. J.: The Treatment of Albuminuria in 
Pregnancy. J. Am. M. Ass., 1914, sili, 157. 
By Surg., Gynec. & Obst. 

While laboratory methods of diagnosis are all- 
important and must not be lost sight of, the clinical 
picture and bedside symptoms must ever be the 
guide for action. The albuminuric patients who 
come early in their pregnancy and are discovered 
early, rarely give much trouble. The explosive 
cases are much to be feared. The former readily 
respond to diet, hot packs, and purgations, especially 
when the subjective symptoms are mild, the per- 
centage of urea normal or nearly so, the quantity of 
albumin little, the skin active, and the blood-pres- 
sure not excessive. The latter patients need heroic 
treatment. 

The author’s treatment may be summarized as 
follows: 

1. A primipara who presents albuminuria of 
slight or moderate degree, with few or no kidney 
elements and no uramic symptoms at a time before 
the viability of the child, should have close ob- 
servation and a salt-free and restricted diet. with an 
occasional calomel purge. 

2. Ina primipara, the child not yet being viable, 
with much albuminuria and many kidney elements, 
reduced quantity of urea and urine, but still no 
uremic symptoms, a more serious problem is con- 
fronted, for uremic symptoms and _ high blood- 
pressure may supervene at any time. Calomel 
purges, with a more restricted diet of milk and green 
vegetables, rest in bed, and constant observation is 
the treatment employed. 

3. Ina primipara, the child being viable, in whom 
there is an increasing and severe albuminuria and 
many uremic symptoms, as shown by blindness, 
headache, convulsions, or even coma, a very dan- 
gerous condition is present. If convulsions have not 
set in and absolute rest, calomel, lavage of the 
stomach and rectum, morphin-chloral, an absolute 
diet, and veratrum viride have had no effect in 
staying the severe symptoms, labor should be in- 
duced. In these cases, venesection should also be 
employed. Time is an important element. If 
early induction has not been done, convulsions and 
coma may supervene, thus necessitating the use of 
vaginal or casarian section. 

4. When during the viability of the child there 
has been a gradual, though increasing, severity of 
the symptoms, efforts should still be made to re- 
lieve the condition by the treatment outlined above. 
If, however, the reverse is true, that is, the albuminu- 
ric and uremic symptoms have come on suddenly 
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and with great severity, early delivery by induced 
labor is the treatment of choice. When convulsions 
have begun or there is great cedema of the retina, 
and headache, the classical cesarean section has been 
employed by the author. 

5. Cases first seen in convulsions, if there are 
lucid intermissions and the patient talks and acts 
sensibly, efforts are made to carry her along by the 
use of calomel and enemas, but if there is much 
oedema, starvation, morphine, veratrum viride, etc., 
the treatment is employed. When, however, there 
are no lucid intervals and coma is deep and lasting 
in spite of blood-letting, casarean section is per- 
formed, as the author believes that this operation 
offers the mother and child the best chances. 

6. When a patient is brought in in convulsions 
and in labor with free dilatation or even retraction of 
the cervix, chloral, morphine, venesection, or vera 
trum viride followed by the forceps, give both mother 
and child a good chance. 

In the treatment of all these cases the dangers of 
chloral, morphine, and veratrum viride must not be 
forgotten. Epwarp L. CorneELL. 


Young, J.: The Etiology of Eclampsia and AlI- 
buminuria, and Their Relation to Accidental 
Hemorrhage. Proc. Roy. Soc. Med., 1914, vii, 
Obst. & Gynec. Sect., 307. By Surg., Gynec. & Obst. 


The investigations recorded are from the Royal 
College of Physicians Laboratory, Edinburgh. At 
first carried out along clinico-anatomical lines, they 
were soon merged into experimentation. 

The author first considers the relation between 
albuminuria and eclampsia and placental disease. 
Infarct formation, especially of the red variety, is 
the first condition here to attract attention, and 
Young shows that in an acute toxemia ending 
rapidly in labor, the placenta may present evidence 
of disease, or it may look perfectly normal to the 
naked eye. If, on the other hand, the acute attack 
passes off and labor only supervenes, extensive 
recent necrosis is found. This suggests that it is the 
recent autolytic changes in the affected organ that 
generate the poison. As regards infarct formation 
the author takes the position that the chorionic 
elements are dependent immediately and directly 
upon the maternal blood for their nourishment, and 
can live and flourish where the foetal blood is absent. 
Therefore, necrosis in the placenta will occur if the 
maternal blood supply is interfered with and the 
belief that infarction is due to an obliterating change 
in the vessels of the villi is rendered untenable. 
Far from being a loose sponge in which there is a 
kind of irregular mingling of the maternal blood, the 
placenta must be regarded as an organ where, just 
as in other tissues, each portion is supplied by 
certain maternal vessels and relies on them entirely 
for its nourishment. 

In Young’s experimental work guinea pigs were 
used for injection with placental extract obtained 
after a short period of autolysis. Following sub- 


cutaneous injection convulsive seizures were severe 
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and in many cases the condition was an accurate 
reproduction of an eclampsia. The liver changes 
and the more definite ones occurring in the kidney 
were likewise reproduced. Local necrosis in the 
liver with a rather diffuse fatty degeneration gave 
an appearance identical to those occurring in the 
human. These were especially marked where a 
glycerine extract of the placenta was injected. 

The author presents the following general sum- 
mary. That eclampsia and the albuminuria of 
pregnancy are due to the liberation of the products 
of early autolysis of the placenta has been estab- 
lished by the following considerations: 

1. The toxemias are especially associated with 
recent infarction of the placenta. In severe cases, 
ending rapidly in labor, there may be no evidence, 
visible to the naked eye, of placental disease. If, 
however, the placenta is delivered several days after 
the attack, massive necrosis, obviously of recent 
origin, is seen. It requires some time for the necrosis 
to evolve into visible form. 

2. Placental infarction is due to an interference 
with the maternal blood supply of the part. It 
can be shown conclusively that the chorionic ele- 
ments are dependent, immediately and directly, 
upon the maternal blood supply, and, so long as this 
is retained, can live even when there is no foetal 
supply. 

3. The interference with the blood supply, which 
is responsible for the infarction, is not dependent 
upon a toxic state and, in point of fact, may occur 
in the most extreme form where there is no evidence 
of a toxemia; e.g., accidental hemorrhage. An 
examination of the placenta, wherever there is 
definite evidence of an involvement of the maternal 
supply, invariably shows disease corresponding 
exactly to the area of this involvement. This 
disease will be evident to the naked eye unless the 
involvement is quite recent. The study of acci- 
dental hemorrhage was shown to be specially im- 
portant in this connection. 

4. The placenta is so constructed that, if a part 
of it die, the products liberated from the dying 
patch can pass directly into the blood-stream. 
The organ is unique in this respect. It thus follows 
that for the occurrence of a toxemia, a circulation 
of blood around the poison-generating foci is neces- 
sary. An understanding of this fact at once dispels 
many of the difficulties associated with this study. 
It explains, for example, the cessation of symptoms 
after the death of the child (and separation of the 
placenta), and it explains the absence of a toxemia 
in cases of accidental haemorrhage — 50 per cent 
of the whole — in which the placenta is completely 
detached by the blood-clot, or by other means. 
The cases of accidental hemorrhage associated with 
a toxemia are those in which part of the placenta 
remains attached for some time after the separation 
of the adjacent part by a retroplacental bleeding. 
The necrosis of this part liberates the toxic materials. 

5. Where the placental disease is gradual in its 
onset there is more chance of the evolution of the 
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infarcted patches. This explains why, in long-stand- 
ing albuminurias, there may be more visible pla- 
cental disease than in an acute eclampsia. It is 
just the gradual development of the toxemia that 
allows of the pregnancy continuing. 

6. These facts all suggest that the toxemias are 
due to the autolytic products liberated in the early 
stages of the placental death. By imitating the 
process, which occurs in utero, it has been possible 
to isolate from the healthy placenta a material or 
materials of a soluble kind which reproduce the 
clinical features and morbid changes, which all 
agree are especially characteristic of eclampsia. 
These are (1) convulsions, (2) peripheral focal 
necrosis in the liver, and (3) degenerative lesions in 
the kidney, especially located in the convoluted 
tubules. CarEY CULBERTSON. 


Chandler, T. E.: Some Practical Points in the 
Technique of Cesarean Section. JN. Fung. M. 
Gaz., 1914, xlix, 376. By Surg., Gynec. & Obst. 

From a_ personal experience in thirty-three 
cesarean sections the author mentions some practical 
points in the technique of this operation, and al- 
though not discussing the indications, quotes 
Jellett, of Dublin, to the effect that the operation 
of high forceps is never indicated, and that some 
form of section should take its place. He states 
briefly that the best time to perform this operation 
is a few hours after pains begin, if the operation is 
made for obstruction; if for placenta praevia, several 
days before term. 

He divides the preparation of the patient into two 
steps: cleansing of the vagina and then the abdo- 
men, the vagina being cleansed with soap and 
water and then with alcohol, the abdomen by the 
iodine method. The author uses the low incision, 
starting just below the umbilicus and carrying it 
down to a point two inches above the pubis. He 
claims that the resultant wound in this incision is 
stronger during the period of convalescence than if 
the incision is made above the umbilicus. After 
the abdomen is opened, gauze mops are used to 
wall off the intestines, and then the incision is made 
in the uterus. He advises that the incision be made 
in a cool deliberate way, carrying it through the 
uterine muscle, placenta, and membranes if neces- 
sary; the baby is then quickly delivered and the 
placenta and membranes freed from the uterine 
wall. At this stage, he advises giving ergot by 
hypodermic to control the bleeding, which he states 
very seldom gives trouble. The uterus should be 
handled as little as possible after the delivery of 
the child, because of the danger of infection. A 
continuous suture of No. 4 plain catgut is used to 
close the uterine incision and two layers are used; 
the first layer starting at the endometrial surface 
embracing two-thirds of the uterine wall, the next 
layer at the peritoneal surface and also embracing 
two-thirds of the uterine wall overlapping the first 
layer of sutures; the peritoneal covering being closed 
over these muscular sutures by a continuous suture 
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of No. 2 catgut. He advises removing carefully all 
blood-clots and amniotic fluid from the abdominal 
cavity because of the fact that they may give rise to 
stasis of the bowel and consequent distention; the 
abdomen is then closed in the usual manner, using 
catgut and silkworm gut. Wituram D. 


Greene, T. F.: Czesarean Section, an Historical 
Review with an Analysis of Sixty Cases. Boston 

M.& S. J., 1914, clxxi, 177. 
By Surg., Gynec. & Obst. 


Greene presents an historical and statistical re- 
view of the cesarean operation in America, England, 
and the Continent. The work of Harris, written 
some fifty years ago, is reviewed and commented 
upon. 

The first recorded case in the United Kingdom 
is credited to Mary Donally, an Irish midwife, 
operated in 1738, near Charlemont, Ireland. 

In America, Louisana and Ohio secured the ear- 
liest favorable results. John Lambert Richmond, 
of Newton, Ohio, is credited with the first successful 
case in the United States, operating in April, 1827. 
At this time contractions of the uterus were de- 
pended on to approximate the edges of the uterine 
incision and this continued down to the early 8o’s. 
Lebas, of France, was the first to use uterine sutures 
in 1769. 

The work of Reynolds, of Boston, and McPherson, 
of the New York Lying-In Hospital, are also re- 
viewed. Reynolds showed especially favorable 
results in 30 cases with no mortality. 

The author’s record of sixty cases shows a death 
of one mother and no foetal mortality. The in- 
dications in his series were: Eclampsia, malposition 
of uterus, tubercular hip, placenta previa, chronic 
heart, primiparous twin pregnancy, flat pelves, and 
justo minor pelves. 

The author’s conclusions may be summed up as 
follows: The timely operation should be performed 
before the mother is exhausted and infected. The 
cxsarean operation should be one of election, not 
one of last resort. H. G. Garwoop. 


Fruhinsholz, A., and Gross, G.: Czesarean Section 
in a Case of Double Uterus; Hemihysterectomy 
(Opération césarienne dans un cas d’utérus double; 
hémi-hysterectomie). Ann. de gynéc. et dobst., 
1914, 230. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The patient was a 22-year-old primipare of short 
figure with relative shortness of the limbs in propor- 
tion to the body. Spines 21, crests 22.5, external 
conjugate 17.5, true conjugate 7.5; breech presenta- 
tion. To the left above the symphysis at the lower 
segment of the very long uterus there was a soft 
tumor as large as a small mandarin, which was 
diagnosed as fibroma of the round ligament. As 
the delivery had made no progress in spite of pains 
of two days’ duration, casarean section was per- 
formed on account of the contracted pelvis. The 


membranes ruptured at the beginning of the opera- 
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tion. A bicornuate uterus was found with a rudi- 
mentary left horn which had been diagnosed as a 
tumor of the round ligament. There was typical 
decidual reaction of the mucosa of this horn, which 
did not communicate with the pregnant half. 
There was no hematometra, which was also lacking 
in the history of the patient who had menstruated 
regularly since her thirteenth year. The rudiment- 
ary horn was removed. Recovery followed with 
suppuration of the superficial abdominal suture. 
The child lived. Later examination with the 
speculum showed no abnormality of the cervix and 
vagina. The left adnexa was normally developed. 
In conclusion, the author describes three forms of 
rudimentary horn of the uterus: (1) pediculated 
rudimentary horn, with a long fibromuscular 
pedicle; (2) sessile rudimentary horn, with a short 
pedicle so that it looks like a subserous fibroma; 
(3) inclusive rudimentary horn, in which the cavity 
of the rudimentary horn is hidden in the wall of 
the uterus. VASSMER. 


Gardner, W. S.: The Treatment of Abortion. II’. 
Virg. M.J., 1914, ix, 1. By Surg., Gynec. & Obst. 
The author limits his discussion to the treatment 
of inevitable or incomplete abortions, reviewing 
briefly the opinions of a number of authorities on 
the subject, and concludes by discussing the subject 
under the following headings: 

Measures employed. Many physicians who would 
not think of touching an open wound on the surface 
of the body without employing antiseptic precau- 
tions will make vaginal examinations in abortion 
cases without proper preparation. The neglect of 
these fundamental precautions often introduces 
infection and converts an otherwise simple case into 
a complicated one. 

Dilators. In cases where it is necessary to dilate 
the cervix, the author usually uses the parallel bar 
dilator, but says that it is very easy to split the 
cervix with it, so avoids using very much force; 
should the cervix not open easily with this method, 
he advises using some other means. 

The curette. The author is of the opinion that 
the curette should be used in these cases because 
it can be thoroughly sterilized, can be used through 
a narrow canal, and is the only instrument that will 
remove small tightly adherent fragments from the 
uterine wall. The type of curette to be used is 
important: it should be broad and slightly flat- 
tened on the end; it must be sharp, but the edge 
must strike the uterine wall at right angles so it will 
scrape and not cut. In very recent cases where the 
cervix is well dilated the curette can be used without 
an anesthetic, but he says this is very seldom ad- 
visable. After the uterus is curetted, it should be 
wiped out with strips of gauze. The author does 
not believe in the intra-uterine douche. 

The finger. In many of the cases that have passed 


the third month of pregnancy and are seen early, 
it is quite easy to remove the uterine contents with 
the finger. Even in some of the cases seen later it is 
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possible to forcibly dilate the cervix sufficiently to 
introduce the finger, but the author does not 
believe this as safe as or as satisfactory as the usec 
of the curette. 

Tampons. He suggests the use of cotton tam- 
pons because of the fact that they are more imper- 
vious to blood and can be packed more firmly 
around the cervix. He advises that they be soaked 
in some form of mild antiseptic solution or sterile 
water and is also of the opinion that the vaginal 
tampon is of most value in cases in which the foetus 
has not escaped. 

Posture. In the infected cases there is no other 
measure that is so applicable and which yields such 
prompt results as the upright position of the patient. 
This position favors drainage and will usually be 
followed by a drop in the temperature. 

He concludes by recommending the following 
treatment: (1) In cases where abortion has occurred 
before the third month, is incomplete and no symp- 
toms are present, it is not necessary to do anything. 
(2) If hemorrhage is present, the decidua should be 
removed at once. (3) When there is infection with- 
out hemorrhage, it is best for the patient to sit up 
for 24 hours; if the temperature drops, wait longer; 
if not, and it is clear that abortion is not complete, 
the uterus is best emptied with the curette. When- 
ever there is much hemorrhage the uterus should 
always be emptied at once. (4) When the infection 
has spread to the peritoneum, the upright position 
should be used and ice-bags should be applied to 
abdomen. Under no circumstances should the 
finger or curette be introduced into the uterine 
cavity. D. PHILtips. 


LABOR AND ITS COMPLICATIONS 


Long, J. W.: Rupture of the Uterus during Labor, 
Report of a Spontaneous Case. Am. J. Obsi/.. 
N. Y., 1914, Ixx, 20. By Surg., Gynec. & Obst. 

The author reports a case of spontaneous rupture 
of the uterus in a woman, aged thirty-two, whose 
first pregnancy occurred after she had been marric«! 
thirteen years. At the height of a uterine contrac- 
tion the patient suddenly cried out, complaining of 
undue pain in the abdomen; she had hurried breath 
ing for a few minutes but there was little change in 
the pulse. An examination showed that the heal 
had receded. Five minutes later the placenta wa- 
expelled spontaneously. Pains ceased and_ the 
patient complained only of tenderness on palpation. 
Later, the child was extracted by pulling down « 
foot. There was little hemorrhage or shock. 

A diagnosis of ruptured uterus was made and the 
author called. The patient was taken in an auto- 
mobile 17 miles to St. Leo’s Hospital and operated 
upon. Through the left side of the uterus was seen « 
longitudinal rupture coming from deep in the cervix 
through the body to Brandl’s or Braun’s ring, which 
can be clearly seen in the specimen. At this poin! 
the rupture seemed to have skidded over the con- 
traction ring and involved only the superficial 
tissues up to near the insertion of the round ligament. 
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The tear did not involve the uterine artery. The 
uterus was removed supravaginally, and the patient 
made a good recovery. 

In his discussion the author gives a careful 
review of the literature on this subject. With many 
others he favors the operative treatment for com- 
plete rupture and doubtful cases of incomplete 
rupture. He, with a recent writer, believes many 
ruptures may at first be incomplete. C. H. Davis. 


Marchand, L.: 
(Sur Vétiologie de la présentation du siége). 
prat. d’obst. et de pédiat., 1914, xxvii, 65. 

By Zentralbl. f. d. ges. Gyniik. u. Geburish. s. d. Grenzgeb. 


Etiology of Breech Presentation 
Rev. 


From the standpoint of etiology, the author, 
like Pinard, distinguishes bet ween true and accidental 
breech presentations, and regards the first, which 
is the rarer form, as a result of failure of adaptation 
either because the child’s head is too large from 
hydrocephalus, or, though not pathological, it is 
too large in comparison with the size of the pelvis, 
or because the lower segment is too much developed 
in comparison with the upper part of the body of 
the uterus. 

In the accidental cases, failure of adaptation in 
size between the head and pelvis takes place be- 
cause of the smallness of the child, abnormally 
large quantities of liquor, flaccidity of the uterine 
muscles, twins, or macerated foetus, and here it 
depends on chance whether the child, which is 
freely movable on its long axis, will present the head 
or the breech, and be fixed in this position by the 
shortening of the transverse diameter of its body. 

Like Wallich, the author recognizes deep inser- 
tion of the placenta as an important etiological 
factor. He examined for this etiological factor in 
615 cases of breech presentation at the Baudelocque 
clinic, leaving out of account those with dead and 
macerated foetuses and twins, and came to the fol- 
lowing conclusions: 

Subtracting 59 cases in which the location of the 
placenta could not be accurately determined, he 
found deep insertion of the placenta was the only 
cause in 556 cases, and in 60, other cases it was com- 
bined with other causes: in 29 of them with mal- 
formation of the uterus; in 15 cases with contracted 
pelvis; in 9 with excessive quantities of liquor am- 
nii; in 4 with fibroma; and in 1 each with hydroce- 
phalus, excessive liquor combined with poor devel- 
opment of the uterus, contracted pelvis and poor 
development of the uterus, and contracted pelvis 
with excessive liquor. In 8 cases contracted pelvis, 
in 2 cases pelvic tumors, in 28 cases malformation 
of the uterus, in 8 cases excessive liquor, in 1 case 
hydrocephalus, and in 2 cases fibroma of the uterus, 
were the only causes. In the other 5 cases the dif- 
ferent factors were combined in different ways. After 
subtracting the cases which showed deep-seated 
placenta also, the author reckoned the frequency of 
the different causes as follows: Malformation of the 
uterus, 5.6 per cent; excessive liquor, 3.9 per cent; 
uterine and pelvic tumors, 0.9 per cent ; hydrocepha- 


lus, only 3 cases in all; contracted pelvis, 1.8 per 
cent. In 114 cases he could not find any of these 
classical etiological factors. 

In the first 524 cases 353 were breech presenta- 
tions with extended legs, and only 167 complete 
breech presentations, 3 knee, and 2 foot presenta- 
tions. He regards this position of the legs as a 
hindrance to spontaneous or artificial version, and 
among the last 114 cases, 43 primipara and 35 
multipare showed this position of the legs; in these 
cases he regarded it as the cause of the breech 
presentation, together with great flaccidity of the 
uterine musculature in some cases. As a practical 
result of his experience he recommends in cases 
where deep insertion of the placenta is suspected, 
frequent examination for the position of the child 
toward the end of pregnancy and attempts to 
change it, if a breech presentation, by external 
manipulation. If this is impossible on account of 
the position of the legs, it is still possible that the 
legs may change position by spontaneous flexion. 
In complete breech presentation, he thinks it pos- 
sible to produce version and fixation in the cor- 
rected position by means of bandages. | VassMerr. 


PUERPERIUM AND ITS COMPLICATIONS 


Fabre and Petzetakis: Bradycardia in the Puer- 
perium (Etude sur la bradycardie des suites de 
couches). 


Arch. mens. dobst. et de gynéc., 1914, 


Ml, 353- 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The authors regard bradycardia in the puer- 
perium as a normal phenomenon, and it may even 
be considered favorable in non-febrile puerperw. 
They used atropine to show whether the slowing of 
the pulse was nervous in character or due to a heart 
lesion, and they regard the proof as positive when 
the number of pulse beats rises more than ten in a 
minute; the same test can be made more surely and 
more permanently with amyl nitrite. As another 
means of determining the nature of the bradycardia 
they made use of pressure on the eyeball, which, as 
Ashner observed in 1908, decreases the number of 
pulse beats, and thus has the opposite effect from 
atropine and amy] nitrite. 

The experiments show that bradycardia during 
the puerperium is influenced by change in position 
and effort. It is due to nervous causes—the stimula- 
tion of the vagus. The compression of the eyeball 
shows that the pneumogastric is also involved in 
these cases of bradycardia, because the heart's 
action is inhibited and thus the slowness of the pulse 
increased by it. Pressure on the eyeball has no 
effect as long as the patient is under the influence 
of atropine, but its effect is increased when pilo- 
carpine is given. BAYER. 


Goodall, J. R.: 
Infections. 


The Treatment of Puerperal 
Canad. M. Ass. J., 1914, iv, 58o. 

By Surg., Gynec. & Obst. 

In the treatment of puerperal infections the author 

has departed from the more heroic forms of attack 
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and has adopted milder and more conservative 
methods, until at present a policy of total abstention 
from local interference is advocated. The paper 
consists of a general review of recent clinical experi- 
ences, case histories being freely used for illustrative 
purposes. 

Retained membranes immediately after delivery, 
though not looked upon with indifference, are not 
considered indications for invasion of the uterine 
cavity unless they cause hemorrhage. It is safer 
not to interfere, and the membranes either come 
away a few hours after delivery ew masse, or as 
small partly digested white flakes. Involution is 
seldom retarded nor is hemorrhage pronounced. 
In cases of retained portions of placenta, treatment 
depends upon the presence or absence of hemor- 
rhage. If this is present, the uterus and vagina are 
either packed, or the uterus curetted, the former 
procedure being adopted if the patient is depleted 
or in a critical condition, the latter if the general 
condition is good. If bleeding is slight or absent a 
course of ‘masterful inactivity” is pursued. 

The treatment of post-partum infections is gov- 
erned by the same principles. There is no surgical 
invasion of the uterus even though there are in- 
fected products inside. Here, as elsewhere in 
infective processes, treatment consists in the estab- 
lishment of proper drainage, letting nature separate 
the slough and trusting to the recuperative powers 
of the patient, maintained and strengthened by 
hygienic, dietetic, and static measures. Drainage 
is aided by having the patient sit up in bed on a 
sterile pad. The Gotch bed is recommended. 
Cleansing vaginal douches are used under low pres- 
sure. The vulvar pads are removed and an ice-bag 
is placed on the hypogastrium. The open air, or 
failing this, a freely ventilated room is advised. The 
patient is encouraged to drink large quantities of 
water and take a sustaining liquid diet. Sponge 
baths are given for fever of 103°, and an ice-cap is 
used for severe headache and delirium. Stimulants 
and measures to promote rest and sleep are ordered 
as required. These measures, the author claims, 
have not only reduced the suffering and discomfort 
of his patients, but have very favorably influenced 
his mortality statistics. 

The routine use of the curette, manual explora- 
tions, tamponades, and escorotics is condemned. 
The large, tender, boggy uterus is the expression of 
an infective process, and does not indicate retained 
products of conception. The uterine cavity when 
curetted under such conditions is usually found 
empty. Infection which threatens the life of the 
patient lies within the uterine wall or beyond it, 
and not merely in retained portions of placenta 
which if present are considered an associated acci- 
dental occurrence. Curettage can only open up 
millions of new avenues for the entrance of infec- 
tion, while the manual method can only be success- 
fully carried out by using a great deal of force both 
over the fundus and per vaginum. Such manipula- 
tions are held to be the direct cause of chills, lung 
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involvement, and thrombophlebitis. Where hemor- 
rhage accompanies a very severe infection the uterus 
upon curettage is usually found empty and the 
author believes the bleeding is due to toxic hemo- 
philia. In this extremely fatal type radical surgical 
treatment most decidedly does not help matters. 
In such cases it is advised to gently draw down the 
cervix and pack the uterine cavity with plain or iodo- 
form gauze. 

Intra-uterine douching in so-called supraphytic 
infections is pronounced inefficacious, in fact, danger- 
ous. The author has collected from the literature 
sixteen cases of chemical peritonitis following the 
douche without rupture of the uterus. Clinical and 
experimental evidence is quoted to show how easily 
fluid injected into the uterus can be forced through 
the patulous tubes into the peritoneal cavity. 

Vaccines and sera have not given encouraging 
results, which might be expected in these acute 
infections since the patients are already reacting to 
the full extent of their resistance. Intravenous 
injections of collargol, magnesium sulphate, and 
like preparations have never appealed to the author 
and have been used by him but little. 

C. D. Haucu. 


MISCELLANEOUS 


Thomas, T. T.: Obstetrical Paralysis. N.Y. M.J., 
1914, C, 63. By Surg., Gynec. & Obst. 
Ten years of study upon the cadaver convinced 
Thomas that, contrary to the prevailing theory, 
upper extremity palsies were usually due to injury 
of the shoulder-joint rather than to direct injury to 
the brachial plexus. In this article he contends that 
obstetrical palsies have a similar etiology and his 
conclusions are based upon a study of 13 cases. 
Dislocation with spontaneous reduction, over- 
looked posterior subluxations, and sprains of the 
shoulder-joint cause extravasation of blood into the 
loose axillary tissues around the branches of the 
prachial plexus, producing inflammation, com- 
pression, and, later, cicatricial compression of those 
nerves. The treatment he recommends, therefore, 
is to restore normal motion to the shoulder-joint. 
H. Cary. 


Sakaki, C.: Treatment of Asphyxia in the New- 
Born (Uber die Behandlung des _ Scheintodes 
bei Neugeborene). Deutsche med. Wehnschr., 1914, 


xl, 704. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author recommends the following method for 
the treatment of asphyxia in the new-born: After 
the masses in the child’s mouth and pharynx have 
been completely removed, the child is seized with 
both hands, the index fingers resting in the axille 
from the back and the thumbs meeting in front of 
the neck so as to support the chin and avoid too 
great bending of the neck. The other three fingers 
lie obliquely across the back of the thorax. The 
obstetrician bends his body forward and_ holds 
the limp child in front of him. With the arms of 
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the child flexed at the elbow and the upper arms 
pressed firmly against the body, the child is shaken 
up and down tolerably rapidly but not too vig- 
orously. After a few seconds of shaking, a sound is 
heard that is caused by the ingress and egress of 
air from the air passages. Then the child is sus- 
pended by the legs, and shaken lightly up and 
down, so that the mucous flowing from the mouth 
and nose is removed; after a few more seconds the 
child is seen to be breathing by itself. If this does 
not occur the first time, the maneuver should be 
repeated until it can breathe by itself. It generally 
takes only a few minutes to bring the child to life 
again. 

"t may be asserted that this shaking method may 
cause a foreign body pneumonia in the child, on 
which account it is dangerous and should not be 
used. But there is no doubt that the method will 
bring the asphyxiated child back to life, and it 
would be better to do this and then treat a foreign 
body pneumonia afterward than to use other old 
methods that would not remove the mucous masses 
from the air passages, and allow the child to die. 

HELLER. 


Boys, C. E.: 
Obstetrics. 


The Role of Pituitary Extract in 

J. Mich. St. M. Soc., 1914, xiii, 4209. 

By Surg., Gynec. & Obst. 

The author gives a very comprehensive clinical 
analysis of too obstetrical cases, which demon- 
strates very forcibly the usefulness of pituitary ex- 
tract in properly selected cases. 
cy this study the following data may be formu- 
ated: 

1. Pituitary extract is practically free from danger 
if used after dilatation is mostly accomplished, and 
if used to overcome simple uterine inertia. 

2. An accurate diagnosis, just as for the applica- 
tion of forceps, is absolutely essential to the safe 
employment of the extract. 

3. The average time required for a response to 
the extract was 7.5 minutes and when labor was not 
terminated by it, or by forceps, the average duration 
of its effect was about two hours, after which time 
the pains returned to their former type of inefficiency 
or stopped entirely. 

4. By hastening the labor it saves many hours of 
suffering and exhaustion on the part of the mother. 

5. By its use false pains may be changed to true 
ones in 75 per cent of cases. 

6. It replaces forceps in probably 70 per cent of 
cases where they are indicated. 

7. It helps to prevent puerperal sepsis. 

_ 3. The preparation known as pituitrin was used 
in all of the 100 cases. Harvey B. MAtTTHEws. 


Foges, A.: The Use of Extracts of Hypophysis in 
Obstetrics (Die Anwendung der Hypophysen- 
substanzen in der Geburtshilfe). Wen. med. 
Wcehnschr., 1914, lxiv, 1004. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

Four years ago the author made his first report 
on the practical use of pituitrin following the 
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animal experiments of Von Frankl-Hochwart and 
Froéhlich; its use was limited at that time to post- 
partum haemorrhage caused by deficient contrac- 
tions of the uterus. Since then there has been a 
great increase in pituitrin literature, and after 
having been used in many ways it has been found 
that the usefulness of pituitrin is limited to a certain 
time during labor. This conclusion is based on the 
fact that pituitrin has often failed to take effect in 
cases of incipient abortion and defective contrac- 
tions in the first stage, and that it has often caused 
unpleasant complications, dangerous both to mother 
and child, bec1use of intense, stricture-like con- 
tractions of the cervix with the os incompletely 
dilated. Foges therefore limits the indications. 
Extract of hypophysis is an indispensable medica- 
ment in secondary atony during the second stage, 
and in the third stage, and in cesarean section 
connection with different ergot preparations it is a 
valuable means of overcoming atonic hemorrhage. 
BAYER. 


Seeley, W. F.: Pituitrin in Obstetrics, with an 
Analysis of Forty Cases. J. Mich. St. M. Soc., 
1914, Xili, 439. By Surg., Gynec. & Obst. 


The author studied the effect of pituitrin, given 
intramuscularly, in the following cases: 

1. In twelve cases at term pituitrin was given to 
induce labor. ‘There was a definite response in only 
one case, in which labor began immediately. 

2. Nineteen patients received pituitrin during the 
second stage of labor when forceps were indicated. 
Fourteen, all primipare, except one, delivered them- 
selves spontaneously in an average time of 28 
minutes. The author observed untoward effects in 
three cases where marked asphyxia of the child oc- 
curred. Urination after delivery seems to be facili- 
tated in those cases which receive this drug. In 
post-partum hemorrhage the results are good but 
not superior to those following the administration of 
ergot. H. Cary. 


Boyd, G. M.: Craniotomy. Penn. M.J., 1914, xvii, 
774. By Surg., Gynec. & Obst. 

Boyd gives as the indications for craniotomy the 
following: 

1. When the foetus is non-viable and the patient 
is suffering from some grave disease; e. g., eclampsia. 

2. In the presence of a dead child, from any cause. 
to prevent further injury to the maternal soft parts. 

3. In cases of hydrocephalus where delivery of a 
live child is impossible. 

4. In treating the monsier. 

In conclusion, the author emphasizes the follow- 
ing points: 

1. That craniotomy should be more frequently 
performed for the dead child. 

2. That craniotomy performed by a skillful opera- 
tor should have no mortality. 

3. That cesarean section, to-day, has so low a 
mortality that in suitable cases it should be more 
frequently performed. Harvey B. Mattuews. 


KIDNEY AND URETER 
Spitzer, W. M.: Radiography of Normal Kidney 
and Ureter. Colo. Med., 1914, xi, 272. 
By Surg., Gynec. & Obst. 

This report is based upon pyelograms obtained in 
28 normal cases, and the author calls attention to 
the meager knowledge on just what constitutes a 
normal pelvis. He was impressed with the fre- 
quency with which kinks were found, and he be- 
lieves they are normal and not pathological. He is 
very much opposed to having these patients X- 
rayed in a standing position, and as a result of his 
work, he comes to the following very sound con- 
clusions: 

1. Pyelography is not only justifiable, but ne- 
cessary; however, none but the trained urologist 
should attempt it. 

2. Unless the lower border of the pelvis is concave, 
we consider it pathologic. 

3. A pelvic content of over 12 ccm. is pathologic. 

4. Movement of the kidnev of from 1 to 3.5 cm. 
over and above the physiologic (respiratory) move- 
ment is normal. 

5. The ureteral catheter, as a rule, enters the 
upper oblique calix and in a normal case follows 
the roof of the kidney pelvis to do so. 

6. Angulations, curves, and kinks of the ureters 
are found in normal persons. 

7. Stereoscopic plates are not only necessary, but 
imperative, to demonstrate intrapelvic and extra- 
pelvic conditions and the course and kinks of the 
ureter. 

8. The length of the ureter, which can be calcu- 
lated only from the plate, is of importance. 

9. Pain is caused by rapid distention of the kid- 
ney pelvis rather than by any particular drug or 
percentage of drug used for this purpose. If one 
wishes to know that the kidney pelvis is properly 
filled, pain to a slight degree is unavoidable, but it 
passes away immediately. Shock caused by rapid 
distention can be avoided easily and completely. 

1o. As the shape of the ureter is due to its laxity 
or tenseness, either of which conditions may be 
normal, and as its caliber varies considerably in 
normal subjects, and is still further altered by peri- 
stalsis, care should be exercised in drawing con- 
clusions that pathologic conditions exist because of 
apparent abnormalities of shape and course, or 
because of curves, kinks, and angulations or appar- 
ent constrictions. 

11. Having found kinks in over 66 per cent of 
our series of normal ureters, we conclude that they 
are normal and not pathologic. 

12. It is useless and unnecessary to put the pa- 
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tient in the standing posture for a radiographic 
plate of a collargol-filled pelvis, as nothing more 
can be learned from this position than from the 
recumbent position, except the position of the kid- 
ney. This is of no importance without pathologic 
conditions, which can be best demonstrated with 
the patient in the recumbent position. Further- 
more, for this work the patient is more comfortable 
in the recumbent than in the upright position. 
HerMAN L. KretTSCHMER. 


Harris, S. H.: 
1914, i, 33. 

After speaking briefly of the development of 
pyelography, the author describes the technique he 
considers best and least likely to cause: injury to 
the patient. A small bore catheter— No. 5 or 
6 F.—is passed up to the renal pelvis, which is 
emptied as completely as possible of residual urine, 
and the amount measured. Except in certain irri- 
table conditions of the kidney, in which the urine may 
be secreted as fast as it is drained away, the empty- 
ing of the pelvis is signified by a cessation of the 
more or less continuous flow of drops from the end 
of the catheter, the dropping becoming slower and 
more intermittent. A colored lotion is then slowly 
injected up through the catheter, the ureteral 
orifice being at the same time watched for reflux. 
When the pelvis and ureter are full, the colored fluid 
will be seen to flow back in a continuous stream by 
the side of the catheter, and this will occur before 
the patient has experienced any sensation of pain or 
tension. 

The cystoscope is then removed, the fluid allowed 
to drain away, and the patient transferred to the 
X-ray couch. A 5 to 15 per cent emulsion of silver 
iodide in mucilage of quince seeds is then injected — 
the quantity being a little less than the ascertained 
capacity of the pelvis and ureter — and a radiogram 
made of the upper urinary tract with the patient in 
the supine position. Some of the emulsion is then 
allowed to syphon off and the catheter is partly 
withdrawn. A few drops of the emulsion are again 
injected and another radiogram made of the lower 
tract. These plates should be developed at once, 
and if there is doubt as to the exact condition a third 
plate should be made of the upper tract, with the 
patient in the erect posture, after he has performed 
actions calculated to displace a movable kidney. 

Clubbing of the calices is to be considered as the 
earliest sign of pelvic enlargement. A discussion of 
the uses of pyelography and the citation of a num- 
ber of case histories conclude the article. 

S. W. MoorHeEap. 


Pyelography. Med. J. Austral., 
By Surg., Gynec. & Obst. 


i 


Wossidio, E.: Pyelography (Zur 
Ztschr. f. Urol., 1914, vill, 357. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In a case in Zuckerkandl’s clinic, after an injection 
of collargol into the kidney pelvis, there was a focus 
in the kidney similar to an infarct mixed with col- 
largol. As a result of this case Wossidlo performed 
some animal experiments in pyelography. In 
animals with normal kidneys he found that as soon 
as the capacity of the kidney pelvis was exceeded, 
collargol could be demonstrated in the interstitial 
connective-tissue spaces. In traumatic lesions of 
the kidney the collargol entered the cavities already 
formed by the trauma and from there extended to 
the rest of the parenchyma. After the application 
of uranium nitrate the inflamed kidney, because of 
the increased internal pressure, was free of collargol, 
but the collargol appeared in the connective tissue 
around the kidney pelvis. In  hydronephrotic 
kidneys the collargol rose in the urinary tubules to 
the capsule. 

Wossidlo concludes from his experiments that in 
man the normal capacity of the kidney pelvis must 
not be exceeded. If hemorrhage takes place on 
catheterization of the ureters, pyelography must 
not be undertaken. In hydronephroses the quan- 
tity of collargol must be less than that of the residual 
urine. Technically, it is important to use a very 
thin catheter, so that the superfluous collargol can 
flow back beside the catheter into the bladder and so 
that the tension can be felt. 

In the discussion NECKER’s remark was of partic- 
ular interest; i. e., that in the case in the Zucker- 
kandl clinic 7 ccm. of a 10 per cent solution had 
been injected slowly without pressure. The fault, 
therefore, was not in the technique, but in the fact 
that the injection had been made in spite of the 
fact that a discharge of blood from the ureteral 
catheter showed a traumatic lesion of the mucous 
membrane of the kidney pelvis. GEBELE. 


Pyelographie). 


Walker, J. W. T.: Pyelography: a Critical Review. 
Brit. J. Surg., 1914, ii, 128. 


By Surg., Gynec. & Obst. 


It is not always possible to pass the catheter to 
the renal pelvis, owing to spasms in the lower portion 
of the ureter or to an obstruction in the upper end 
of the ureter. Such obstructions, however, as a 
rule, allow the injected solution to pass. When the 
catheter is arrested at the lower end of the ureter, 
the ureteric orifice should be watched to see if 
regurgitation takes place, in which case the fluid 
will not pass up to the kidney. If doubt exists the 
fluorescent screen should be used. The 10 to 20 
per cent collargol solution, which has been heated to 
a little above the body temperature, is introduced 
by means of hydrostatic pressure. The author uses 
the barrel and needle of an all-glass syringe with a 
capacity of 20 ccm. The syringe is raised with the 
catheter vertically to the height which that portion 
of the ureteric catheter protruding from the urethra 
will allow. Two signs showing that the pelvis is 
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full are: pain in the renal pelvis, and hesitation, and 
finally cessation of the lowering of the level of fluid 
in the barrel. The patient usually complains of 
slight scalding sensations when the collargol solution 
regurgitates into the bladder. The urine remains 
stained with collargol from 6 to 8 hours in ordinary 
cases. 

Pyelography in the diagnosis of renal growths 
shows the following changes: 

1. Retraction of one or more calices well into 
the cortex, giving a bizarre ‘“‘spider-leg” appearance. 

2. Partial obliteration of the pelvic lumen by 
invading renal tissues with thin streaks. 

3. Irregular pelvic dilatation following tumor 
necrosis or secondary infection. 

4. Retraction and subsequent dilatation of the 
upper ureter by the surrounding tumor. 

' 5. Abnormal position of the renal pelvis, so that 
its outline is found lying either extremely median or 
lateral. 

The author describes a number of cases where 
pyelography showing the shadow beyond the outline 
of the kidney aided in making a correct diagnosis of 
cholilithiasis, hydatidcysts of liver, sarcoma of 
perirenal tissue, and two cases of tubercular glands 
below and around the kidney. The pelvis and the 
kidney itself gave a normal picture in all of these 
cases. 

Causes of failure are: 

1. Collargol solution escaping alongside the 
catheter into the bladder, leaving the pelvis empty 
before the radiogram is taken. ‘This, however, is a 
guarantee against overdistention of the renal pelvis 
and subsequent forcing of the solution into the renal 
tubules. (The author uses a No. 5. F. catheter.) 

2. Rupture of the kidney. 

3. Entrance of collargol into the renal tubules, 
producing wedge-shaped infarcts alongside of and 
including the tubules. 

4. Perirenal oedema. 

There are three important factors in causing col- 
largol solution to penetrate the tubules, viz.: (1) 
intrapelvic pressure; (2) duration of pelvic disten- 
tion; (3) damage to the kidney by the ureteral 
catheter. 

The duration of pelvic distention is reduced by 
skill with the surgeon and radiographer working in 
unison. 

Fifteen cases are quoted to support the author’s 
assertions. Harry Kravs. 


Martin, E. H., and Purdum, E. A.: Syphilis of the 
Kidneys, with Report of Cases and Treatment. 

J. Ark. M. Soc., 1914, xi, 43. 
By Surg., Gynec. & Obst. 


The authors deplore the general confusion of 
ideas in regard to the classification of types of renal 
syphilis and suggest the following clinical differen- 
tiation: 

1. Irritation from toxins in the early secondary 
stage, with albumen in the urine, as in other acute 
dermal involvements. Very few such cases show 
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presence of casts, and the condition usually sub- 
sides after any sort of specific treatment. 

2. Acute nephritis following extensive secondary 
skin involvement, as in scarlet fever, with casts 
and albumen. Mercury is poorly eliminated in 
this type, and ptyalism supervenes promptly, 
especially under intramuscular administration. 

3. A true acute syphilitic lesion of one or both 
kidneys, producing hemorrhagic nephritis with 
many casts and pus-cells, but a relatively small 
percentage of albumen. These are cases with an 
acute onset, without other apparent predisposing 
cause, and either die or recover within a few days. 

The authors claim that, regardless of the classifi- 
cation, the treatment should be the same for all. 
They have found salvarsan much better tolerated 
by normal or abnormal kidneys than are mercury 
and the iodides, and censure the idea that cardiac, 
pulmonary, and cerebral involvement should be 
considered primary contra-indications, while the 
organs mostly concerned in the actual handling 
of the drug after injection receive, so often, a 
scanty consideration. 

In the various experiments performed by Wechsel- 
mann it was found that arsenic, like cantharides, 
affects the renal capillaries primarily, while mer- 
cury, like the chromium salts, damages the tubules 
severely. 

It was also found in many cases that the excretion 
of salvarsan by the kidneys begins even before the 
act of administration is completed, and that the 
major portion of the drug is excreted usually in 
from six totwelve hours. Consequently the rational 
treatment in the case of a kidney already damaged 
by disease, as in the acute hemorrhagic type re- 
ferred to, would be to avoid prostrating a fast- 
failing organ by the use of mercury, which it 
eliminates at best with effort, but rather to use a 
moderately graded treatment with the more power- 
ful salvarsan, which would be quickly excreted 
without adding to the pathological condition. In 
such cases, if enough mercury is forced into the body 
to check the disease, a death-dealing blow to the 
kidneys is produced. 

The authors warn against the use of large doses 
of salvarsan, which overwhelm the kidneys, often 
causing anuria and giving time for the toxic oxides 
of salvarsan to form inthe blood. Their conclusions 
are as follows: 

1. The kidneys improve under salvarsan much 
more quickly than with mercury, soamin, or sodium 
cacodylate, at the same time avoiding ptyalism 
and diarrhoea. 

2. Salvarsan is a 
ment.” 

3. During intravenous administration in over 
three thousand cases no actual damage to the kid- 
neys has been noted. 

4. They have not been able to confirm Wechsel- 
mann’s idea that it is dangerous to give salvarsan 
while the kidneys are under the influence of mercury. 
5. With the proper care and dosage the supposed 


“cure” as well as a “treat- 
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dangers accompanying the use of this drug cease 
to exist. H. W. PLAGGEMEYER. 


Neuhof, H.: Unusual Complications in Renal 
Tuberculosis. Y. M.J., 1914, c, 130. 
By Surg., Gynec. & Obst. 

This very interesting case is worth a more or less 
detailed abstract. A laborer, aged forty-three, 
had in childhood been operated upon for an affec- 
tion of the left hip, complicated with a spontaneous 
rupture of an abscess. Permanent ankylosis of the 
joint resulted. 

The patient came under observation in 1909, 
giving a typical history pointing toward renal 
tuberculosis. Owing to an obstruction in the pos- 
terior urethra, it was impossible to introduce a 
cystoscope into the bladder, but examination by 
sounds revealed a marked stricture of the deep 
urethra. The right kidney was exposed, freed, and 
delivered into the wound. It appeared quite normal, 
and the wound was therefore packed, and the left 
kidney exposed in the same manner. Its fatty 
capsule was moderately adherent. The kidney was 
freed completely and a considerably enlarged organ 
delivered into the wound. The ureter was isolated 
from the pedicle and the renal vessels were separate- 
ly ligated. The organ was found extensively dis- 
eased; numerous large and small caseous abscesses 
were found, especially at the pole. 

About three months after the operation the vesical 
symptoms returned. The urine was voided every 
hour or two. No tubercle bacilli, however, were 
found. Tuberculin was used and dilatation of the 
strictures of the urethra was started. Six months 
after the operation a swelling over the right wrist 
appeared. It was evidently the result of the pres- 
sure of the cane upon which the patient bore heavily 
when walking. X-rays showed extensive osteo- 
myelitis. About the time the foregoing condition 
had in large part cleared up, the patient stumbled 
and struck his right tibia. X-ray showed osteo- 
myelitis, probably of tuberculous variety. 

Two and one-half years after the nephrectomy, the 
patient reappeared, and after the urethra was 
successfully dilated, cystoscopy was accomplished. 
The cystoscopic examination revealed the following 
condition: low grade cystitis; several ulcerations 
about the mouth of the left ureter. The catheterized 
urine was free from blood, pus, and tubercle bacilli. 

I. S. Kor. 


Schmidt, L. E.: Indications in Renal Surgery 
Which Demand Immediate Operative Inter- 
vention. Chicago M. Recorder, 1914, xxxvi, 302. 

By Surg., Gynec. & Obst. 

The author, in an appeal to the profession, begs 
for recognition of the urgency in many renal con- 
ditions. He refers particularly to those conditions 
which threaten the destruction of the organ, where. 
if not relieved by operative interference, the general 
condition becomes so involved that the termination 
is often fatal. He classifies his indications according 
to the most serious conditions that may arise, and 
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the first of these, hemorrhage, whether produced by 
injury or occurring in the course of nephritis, tuber- 
culosis, stone, or neoplasm, may require immediate 
interference. 

Under acute nephritis he classifies (1) the acute 
parenchymatous type, produced by the various 
infectious diseases; (2) the acute suppurative type, 
exemplified by the colon bacillus infection; (3) the 
acute toxic type, produced by drugs and toxins. 

Under the head of acute purulent nephritis he 
places all cases except those belonging to the acute 
infectious diseases, or those in which there are 
bacteria in the blood circulation. As a rule, the 
general train of symptoms may be quite variable: 
chills, remitting and irregular temperature, nausea, 
vomiting, and malaise. There is no positive way of 
determining before operation the exact gravity of 
the individual case, should quick decision be neces- 
sary in regard to the urgent need for operation. 

The urinary findings may be entirely negative, 
or nearly so. In extreme cases the urine is clear, 
with only the slightest trace of albumin or none at 
all; an occasional hyaline cast or a few leucocytes 
may be the only finding. 

In conclusion, he states that it is possible for a 
one-sided acute infectious nephritis to occur. If 
the process is not too far advanced, the operative 
procedure may stop the further progress of the 
destruction and extension to the opposite kidney. 
If operation is decided upon in cases of acute infec- 
tious nephritis, if the involvement has not progressed 
too far, nephrotomy with drainage is the operation 
of choice. I. S. Kot. 


Fowler, O. S.: Ureteral Obstruction and Kidney 
Infection Method of Nephropexy. Colo. Med., 
1914, xi, 263. By Surg., Gynec. & Obst. 

The basis of this paper is the result of animal 
experimentation. Fowler attempted to study the 
influences of urinary stasis upon the production and 
maintenance of kidney infection. 

Briefly, this consisted of attempting to produce 
a partial obstruction in one ureter, and then inject- 
ing colon bacilli above the obstruction, and at a 
subsequent date to inject the bacilli into the op- 
posite kidney as a control. 

The conclusion is that so far as the results seem 
to point definitely, it is necessary to have more or 
less obstruction in the ureter for the colon bacilli 
to obtain a foothold in the dog’s kidney, and he 
further believes that the same conditions are neces- 
sary in man. HERMAN L. KRETSCHMER. 


BLADDER, URETHRA, AND PENIS 

Joseph, E.: Treatment of Papillary Tumors of the 

Bladder through the Cystoscope with High- 

Frequency Currents (Behandlung der Zotten- 

geschwiilste der Blase unter Leitung des Cysto- 

skops mit dem Hochfrequenzstrom). Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In this treatment an electrode the form of a 
ureteral catheter is made use of, through which the 


ureteral cystoscope is introduced into the cavity of 
the bladder. A second electrode is placed under 
the patient’s buttocks. Both electrodes are con- 
nected with an ordinary diathermia apparatus. 
As soon as the tumor is touched with the intravesical 
electrode the action of the high-frequency current 
begins. The rose-colored papillomatous masses, 
which contain blood-vessels, become white and con- 
tract. The destruction of the papillomatous masses 
is not only accomplished without hemorrhage, but 
severe hemorrhages which had occurred before 
treatment and are exhausting the patient can be 
stopped by applying thermocoagulation to the 
parts of the tumor from which the bleeding had 
originated. Besides this, the treatment with high- 
frequency currents offers the following advantages: 

1. Ease of accomplishment, even by persons 
who are not very skilled in the use of the cysto- 
scope. 

2. The possibility of applying the current any- 
where in the bladder, at the apex as well as the 
sphincter. At the sphincter it is better to use a 
ureteroscope that carries a coagulation sound; 
ordinarily, it is not possible to reach tumors at the 
apex and sphincter with the cautery and loop. 

3. The marked deep effect on the bladder-wall 
that aids in the radical removal of the pedicle of the 
tumor or the base of sessile tumors. 

4. The possibility of discovering and treating the 
smallest tumor nodules, the size of a pin-head, which 
on incision may easily escape the eye in the incised 
and contracted bladder. 

5. Treatment can be given in most cases without 
the patient going to bed and without interfering 
with his daily work, so that he readily returns for 
treatment, while it is difficult to persuade him to 
have repeated surgical operations, especially as, 
even then, there is no guarantee against recurrence. 

The author has treated 10 tumors by this method 
since June, 1913, and is very well satisfied with the 
results obtained. Two of the ten tumors were 
malignant. He coagulated tumors with such broad 
bases that they almost filled the bladder cavity, and 
even projected into the entrance of the bladder and, 
hence, were inoperable. He saw no advantage for 
this method in malignant tumors except a tem- 
porary stoppage of the hemorrhage. He did not. 
therefore, use the method in a third case of general 
papillomatosis of the bladder, in which there was no 
great degree of haemorrhage. But the results are 
very good in ordinary papillomata, whether single 
or multiple. The author treated 8 of these. He 
cannot say as to recurrence after thermocoagulation, 
as the time since the introduction of the new method 
has been too short. As thermocoagulation has a 
marked deep effect he does not think that local re- 
currence at the former site of the tumor is probable; 
but, in view of the marked tendency of papillomata 
to recur at a distance, he thinks it possible this may 
occur, although it is not so probable as after opera- 
tion, where numerous lymph- and blood-vessels are 
opened. He recommends the method earnestly, 
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especially in old people and in recurrence after 
sectio alta. 

VoELCKER, of Heidelberg, acknowledges the 
great advantages of the intravesical operation, 
because in this way sectio alta, which is by no means 
without danger, can be avoided. Resection of the 
bladder by the suprapubic route is the proper opera- 
tion for infiltrating carcinomata. It is very im- 
portant to bring the bladder outside the peritoneum 
for the operation. The peritoneum is opened trans- 
versely in front of, and behind, the bladder and 
closed again behind it so that the bladder lies in a 
closed-off preperitoneal cavity. It is then easy to 
resect tumors that lie in the apex of the bladder. 
Tumors which lie farther downward are best re- 
moved by unilateral resection of the bladder. The 
ureter is implanted in the posterior wall of the re- 
maining part of the bladder and it is closed by suture 
so as to form a new bladder. Resection of the blad- 
der for infiltrating carcinoma has a very high mortal- 
ity and the ultimate results are very poor. 

Borcuarp, of Posen, called attention to pseudo- 
tumors of the bladder and demonstrated, as an 
example, a diverticulum of the bladder in a girl of 
22, which originated from the posterior inferior 
wall of the bladder below the opening of the ureter, 
reached the size of a dove’s egg, prolapsed, and ex- 
tended out of the anterior opening of the urethra — 
it was treated by sectio alta and intravesical opera- 
tion. Inflammatory thickenings in the region of 
the bladder resulting from chronic osteomyelitis of 
the ascending ramus of the pubis may be confused 
with sarcoma of the bladder. As examples, he 
cited two cases, one in a 14-year-old boy and one ina 
44-year-old woman. Tumors originating from the 
bladder wall or spermatic cord may come out 
through the external inguinal ring and draw the 
bladder after them, so that the bladder must be 
resected in the operation. It was necessary to 
perform partial resection of the bladder in the case 
of a 67-year-old man because of a fibrosarcoma of the 
inguinal region; even microscopically, it could not 
be determined whether the tumor originated from 
the bladder or spermatic cord. 

CasPER stated that among 224 operations for 
tumors of the bladder, 186 were benign and 38 
malignant. Thirty-three of them were operated on 
by resection of the bladder wall: 8 survived the 
operation longer than a year, one has now been 
living over 4 years, and another over 7; the 5 other 
cases were treated with radium. No conclusive 
judgment can be given on these as the time is too 
short and the technique too uncertain. One case 
has been favorably influenced subjectively and 
objectively, though not yet cured. He reported a 
case which was an example of the transformation of 
a papilloma into a carcinoma. A _ 73-year-old 
patient had had hemorrhage for the first time 14 
years before. A tumor, which was said to be a 
benign papilloma, was removed by intravesical 
operation. The patient was well until four years 
ago, when hemorrhage began again. The author 
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removed pieces of tumor with a loop, which Benda 
reported as typical carcinoma. (These were dem- 
onstrated.) The patient still has the tumor, but 
shows no symptoms and his general condition is 
good; occasionally he has hemorrhage. As car- 
cinoma generally does not persist so long, the only 
explanation is that the originally benign papilloma 
was transformed into carcinoma. ‘Ten papillomata 
were removed with the high-frequency current. 
The natural tendency of papillomata to recur is 
increased by the cutting operation. In the high- 
frequency method, though there may be recurrence, 
there is not the disastrous generalization of the 
tumor that follows surgical operation, and _be- 
ginning recurrences can be quickly and easily re- 
moved. 

The advantages of the high-frequency treatment 
are: 

1. It is easier and simpler to perform and is less 
painful for the patient. 

2. There is little or no bleeding, so that the 
physician can work in the bladder a much longer 
time than with the old methods, and can remove 
much more of the tumor at one sitting; therefore, 
the treatment can be finished sooner. 

3. Much more of the bladder can be reached than 
formerly; hence, tumors can be removed that could 
not be reached by intravesical operation. Be- 
cause of the quickness of the method much larger 
tumors can be removed than formerly. 

4. The method is less dangerous than others 
because there is little or no bleeding. 

STAMMLER, of Hamburg, stated that in the diagno- 
sis of carcinoma, not only the proportion of epithe- 
lium and stroma must be considered, but also the 
presence of atypical epithelial nests, which Kiimmel 
thinks are precarcinomatous changes, and which 
explain recurrence after the removal of so-called 
benign tumors. There is permanent recovery after 
malignant tumors in 20 per cent of the cases. He 
reported recoveries that have persisted for 16, 14, 
to, 8, and 5 years. Even in benign tumors he per- 
forms sectio alta with resection of the bladder wall; 
in 25 cases there was only one death after operation 
—from heart disease. He does not see any advantage 
in the intravesical method over the results attained 
at Hamburg. 

BLuMBERG, of Berlin, reported a large tumor of 
the urethra treated with radium — 6,000 milligram 
hours in two weeks. It is noteworthy that there 
was no injury of the normal tissue. The patient 
died of heart disease. There was severe cystitis 
and a thin superficial layer of carcinoma in the 
bladder, with several necrotic areas. The tumor of 
the urethra had disappeared and there was hyaline 
degeneration of the connective tissue. 

HEINEKE, of Leipzig, demonstrated a_ large 
multilocular cyst of the bladder which had been 
mistaken for a congenital diverticulum of the bladder 
and extirpated. As the bladder wall contains no 
glands, he believes in the origin of the bladder epithe- 
lium from the epithelium of the cloaca. 
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Ernst R. W. FRANK, of Berlin, was the first to 
use the bipolar application of low-tension high- 
frequency currents in urology, and has used the 
diathermic method since 1911, especially in the 
treatment of tumors of the bladder and of papil- 
lomata and adenomata of the posterior urethra. 
Properly used, the method is without danger and is 
painless for the patient, and has the advantage of 
allowing accurate dosage and localization, and also 
of reaching places that are very hard to reach with 
other intravesical methods. If the treatment is 
limited to coagulation, and necrosis is avoided, there 
is no danger of secondary hemorrhage. The 
coagulated parts of the mucous membrane show an 
extraordinarily strong tendency to cicatrize and 
become covered with epithelium. The dissemina- 
tion of the papilloma, which so often occurs with 
cutting operations, need not be feared with this 
treatment. The method may be used with ad- 
vantage in a large number of cases of malignant 
tumor. He has treated with the instrument made 
by Siemens and Halske 26 tumors of the bladder, a 
large number of small tumors of the posterior 
urethra, and two tubercular tumors of the bladder. 
The cases were first treated more than three years 
ago and they are still free from recurrence. He has 
treated tumors as large as a mandarin in this way. 
These cases demand a special technique and a part 
of the tumor should first be removed with the loop. 

ScHULTHEISS, of Bad Wildingen, reports 46 cases 
of bladder tumor, on which he operated by high 
section of the bladder: 31 carcinomata, 14 papil- 
lomata, and 1 dermoid. Nine carcinomata proved 
inoperable after opening the bladder, 3 died within 
four weeks after the operation, 8 had recurrences 
within the next four years, one could not be found 
but was known to have been living three years after 
the operation. The other 9 are alive. Three of 
them may be regarded as completely cured, as the 
operations were done more than five years ago. Six 
are still under observation, and in 2 of them there 
is a suspicion of recurrence. Among the 14 cases 
operated on for papillomata with pedicles, one 70- 
year-old patient died of pneumonia, after the op- 
eration; two died in the course of a year of other 
diseases with the bladder in good condition; another 
was operated on again; and another, now, after 7 
years, has a recurrence; 1o of the cases are alive 
without recurrence, 6 of them for more than 4 years. 
He recommends accurate suture of the bladder, 
tamponade of the abdominal wall, and if the bladder 
is sufficient and free from catarrh, no drainage. 
When drainage is necessary it is established through 
the natural route, with a specially constructed 
cylindrical, elastic, large-calibered catheter, with 
large holes in the central end. 

WossID1o, of Berlin, believes that resection is the 
only treatment for carcinoma. Recurrence is to be 
expected after two years. In inoperable carcinoma 
he establishes a permanent fistula of the bladder and 
treats with réntgen rays. Benign tumors, if they 
are not too large and too numerous, he treats with 
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the high-frequency current, and among 39 cases in 
two years has had no recurrence. 

HERzBERG, of Berlin, has shown in animal ex- 
periments that the coagulation extends in a hemi- 
spherical form, so that the radius of the circle that is 
visibly changed is the measure of the depth to which 
the current acts. 

RINGLEB, of Berlin, believes that thermocoagula- 
tion has numerous disadvantages as compared with 
Nitze’s loop, chief among them being the fact that 
it is too long. He can get as deep an effect with 
currents of 25 to 30 amperes as with thermocoagula- 
tion. The indications for intravesical procedures 
should not be extended too much; when there is 
congestion in the region, collateral oedema, or 
catarrh of the bladder, high section should be per- 
formed. 

Konic, of Marburg, thinks two localizations of 
papilloma are especially interesting: the region of 
the internal orifice, where the new method is ex- 
cellent, and the region of the opening of the ureter. 
Here is involved the question of what is to become 
of the ureter. He understands Voelcker to mean that 
carcinoma demands section and extirpation in all 
cases. 

Puitippowirtscu, of Breslau, believes that réntgen 
diagnosis of bladder tumors is to be recommended 
in stricture; it also shows involvement of the bladder 
walls at an early stage, and it aids in the choice of 
treatment. It is carried out by filling the bladder 
with a 5 per cent collargol solution, and removing 
it by distending the bladder with air. The col- 
largol remains adherent to the tumor. 

HILDEBRAND, of Berlin, does not approve of the 
intravesical treatment of carcinoma, but believes 
that in papilloma it is justified to a certain extent. 
Thermocoagulation, he thinks, is a distinct advance. 

Josepu, of Berlin, is of the opinion that too large 
papillomata should not be treated by the intra- 
vesical method because of the danger of putrefaction 
and catarrh. In malignant tumors he has not suc- 
ceeded in stopping the hemorrhage with thermoco- 
agulation. He thinks the distention of the bladder 
with air is dangerous; he remembers a case of death 
from air emboiism where this method was used. 

KATZENSTEIN. 


Squier, J. B., and Heyd, C. G.: An Operative Tech- 
nique for Radical Extirpation of Vesical 
Neoplasms. Surg., Gyacec. & Obst., 1914, xix, ot. 

By Surg., Gynec. & Obst. 


Through an inferior median incision the prevesical 
space is opened and the urachus grasped with 


forceps. By means of a bilateral “step-by-step” 
blunt dissection along the obliterated hypogastric 
artery and vas deferens, the ureter is exposed as it 
enters the bladder. Then the fundus and trigone 
are dissected free from the peritoneum deep into the 
rectovesical fold of Douglas. The bladder is there- 
by entirely free on its superior and posterior sur- 
faces while the anterior attachments have been left 
undisturbed. The two ureters, vasa deferentia, 
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and superior poles of the vesicles are constantly in 
sight. 

A median longitudinal incision is usually em- 
ployed to enter the bladder. The neoplasm is 
excised em masse with a wide encircling margin of 
healthy tissue. The ureter if involved is brought 
through the stab-wound and fastened to the bladder 
wall. The vesical defect is closed with No. 2 chromic 
catgut and a separate buttonhole incision is made an- 
terior to the suture line for drainage. In addition a 
self-retaining catheter is inserted. 


Kolischer, G., and Schmidt, L. E.: Radiotherapy 
of Malignant Tumors of the Bladder. Chicago 

M. Recorder, 1914, Xxxvi, 308. 
By Surg., Gynec. & Obst. 

In this very interesting preliminary presentation 
the authors give in detail the technique of radiother- 
apy, briefly abstracted as follows: It must be stated 
that results in malignant tumors may be expected 
and obtained only by the use of the hard penetrating 
rays with the exclusion of the soft rays, so as to avoid 
damage to the superseding and adjacent tissues. 
Secondary radiation must be eliminated, as it is apt 
to injure the skin. This is accomplished by placing 
a leather screen before the metallic filter and cover- 
ing the skin with flannel. For example, in the 
réntgenization of a cancerous growth in the un- 
opened bladder, the suprasymphyseal area of the 
abdominal skin corresponding with the bladder 
region is divided with a colored pencil into as many 
quadrangular fields as is deemed expedient, and each 
field in turn is rayed, while the others in the sur- 
rounding area are screened off. In this way a num- 
ber of points of entrance are secured, thus securing 
the desirable ‘‘cross-fire.”’ 

Another category of cases is represented by those 
in which an attempt at resection is made, and in 
the course of the operation it is found impossible 
to complete the work. Then the bladder wound is 
not closed, but its lips are fastened to the abdominal 
wall, thus guaranteeing free access to the interior of 
the bladder at a future time. After the tissues once 
become properly united, a lead glass speculum is 
introduced into the bladder through the abdominal 
opening and the tumor is fixed into the end-opening 
of the speculum. 

The mode of applying the mesothorium also de- 
pends upon whether an unopened bladder is dealt 
with or one carrying an abdominal fistula. 

At this step attention is again called to the fact 
that it is now fairly well established that less than 
50 milligrams of mesothorium or radium have no 
curative effect on compact growths, but are rather 
apt to do harm by stimulating the growth of the 
tumor and by bringing about rapid development 
of metastases, which lead to the ‘‘reidose” of Ger- 
man authors, instead of developing a destructive 
influence on the tumor-cells. 

The combination of X-rays and mesothorium rays 
can be accomplished in this way, that while the 
mesothorium capsule is inside the bladder or in the 
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tissues, at the same time the X-rays are applied 
through the abdominal wall. It is advisable to 
resort to this combination only in desperate cases. 
Under ordinary circumstances it will be preferable 
to follow the mesothorium with the X-ray treat- 
ment, or vice versa. At some interval the com- 
bined effect may be expected, because it is known 
that the raying shows remote results. 

The authors are trying to enhance the efficiency of 
radiotherapy by simultaneously administering ar- 
senic therapy, and by the hypodermatic injection of 
cancer toxins. I. S. Kort. 


Ross, T. W.: The Present Status of Posterior Ure- 
throscopy. Med. Sentinel, 1914, xxii, 1650. 
By Surg., Gynec. & Obst. 


Ross states that the polypi of the sphincter border 
are very common both in the male and female, and 
that they often give rise to no symptoms or cause 
severe manifestations. He mentions the severe 
case of an old woman who had been the rounds of all 
the Frauen-Kliniks in Berlin complaining of inability 
to urinate without placing her finger in the vagina 
and pressing upward on the base of her bladder; her 
right hand was fearfully excoriated and eczematous 
from the irritation of the urine. The author has 
seen this woman cystoscoped by two of the best 
cystoscopists in Berlin, the picture showing only 
severe cystitis granulosa and granular sphincter. 
The ordinary urethroscopes showed nothing, but 
upon using the Wassildo irrigation instrument, 
there was found a thin arrowhead-shaped polyp 
with its apex just within the urethra, situated at 
about 8 o’clock on the right lateral wall and ex- 
tending over the border and large enough to occlude 
the internal meatus. Operation relieved the con- 
dition completely. 

The causes of hematuria of the terminal type. 
when the cystoscopic showings are negative, often 
can be diagnosed by this method. The membranous 
urethra is seldom the seat of any pathological con- 
ditions except polypi or stricture from external 
causes. Irrigation urethroscopy is of little valuc 
in the anterior urethra, but occasionally rare and 
exceptional changes present themselves in anterior 
urethroscopy that cannot be interpreted by the 
usual methods, and in these cases the irrigation 
urethroscope by water dilatation and a greatly en- 
larged visual field may clear up the diagnosis, and 
the posterior irrigation urethroscope occasions no 
more pain or discomfort in its passage than the 
ordinary sound. 

To sum up the advantages of posterior irrigating 
urethroscopy is not an easy matter, since it is a 
very new and a very live subject, and time will add 
many brilliant achievements to this field, but a few 
more of the important things it has given are: 

1. It is possible to see posterior urethral condi- 
tions under great magnification. The conditions 
can be treated at the exact site without needlessly 
disturbing the healthy portion of the urethra, as with 
instillations. Prostatic massage can be applied 


when its necessity can actually be seen, and not 
as a routine procedure. By it a newer conception 
has been given of some of the causative factors of 
sexual neurasthenia and better ideas as to its treat- 
ment. 

2. It is superior to cystoscopy in the diagnosis of 
prostatic hypertrophy and has been the means of 
permitting the Goldschmidt palliative galvano 
cautery prostatic incision under direct vision on 
inoperable prostatic cases. H. A. Moore. 


Pedersen, V. C., and Darling, B. C.: Mensuration 
and Projection of the Posterior Urethra and 
Vesical Floor by Means of Posterior Urethral 
Calipers and Radiography. J. Y. M/.J., 1914, 
£53. By Surg., Gynec. & Obst. 

In their experiments the authors used an instru- 
ment consisting of a metal catheter bent near its 
tip at an angle of 135° and terminating in a metal 
acorn. The vesical orifice of the catheter was lo- 
cated 1.5 centimeters back of the acorn, while an 
equal distance back of the opening was an olivary 
enlargement. In using the instrument the bladder 
was filled with a solution of collargol, the catheter 
being withdrawn until the solution ceased to flow, 
and a radiogram made with the tube tilted about 
ten degrees. The acorn was therefore shown lying 
on the trigonum, while the olivary enlargement 
indicated the position of the middle of the prostatic 
urethra in the male or of the urethra in the female. 

As a result of the experiments it was determined 
that the vesical orifice of the urethra lies either at 
or within about 1 centimeter of the upper margin 
of the pubic arch, as outlined in the radiogram, while 
the prostate and female urethra lie behind that 
structure. It was also found that the form of the 
bladder varies enormously, the outlines at times 
being far from symmetrical. S. W. Moorneap. 


Underhill, A. J.: Dilatation of an Otherwise Im- 
passable Stricture by the Retrograde Passage 
of a Filiform Guide. Surg., Gynec. & Obst., 1914, 
xix, 118. By Surg., Gynec. & Obst. 

The author describes a procedure resorted to in a 
case of retention of urine, due to an old stricture at 
the bulbomembranous junction which closed down 
during convalescence from an attack of lobar 
pneumonia. 

It was impossible to pass a filiform bougie through 
the meatus, and the bladder was drained through a 
suprapubic opening made under local anesthesia. 
As this emergency operation was followed by an at- 
tack of uremia the following procedure was adopted. 

A metal catheter, the end of which was cut off 
below the eyelet, was passed through the opening 
left by the removal of the drainage tube. An obser- 
vation cystoscope was passed into the same opening 
and the urethral orifice located. The end of the 
altered catheter was placed at this orifice and 
through the catheter were threaded into the prostatic 
urethra two filiform guides joined end to end by 
male and female threads. When the first appeared 


at the meatus, it was grasped and pulled through, 
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drawing the second after it until the joined ends oi 
the two filiforms appeared; the first was then de- 
tached and replaced by a Le Fort follower, which was 
then passed back into the bladder without difficulty. 
The guide was tied into the urethra for forty-eight 
hours, when a larger follower was used and the 
dilatation continued at intervals, as is usual in cases 
of stricture. 


Starr, F. N. G.: Epispadias, a New Operation in the 
Male. Canadian Pract. & Rev., 1914, xxxix, 418. 
By Surg., Gynec. & Obst. 
The author operates as follows: The bladder is 
first packed with iodoform gauze, then an elliptical 
incision is made around the bladder opening and 
carried down into the peritoneal cavity. The 
peritoneum is then dissected off of the bladder, and 
its opening is closed by a purse-string suture. The 
ureters are exposed and by means of a forceps, passed 
into the rectum and drawn down into the rectal 
lumen. The bladder is next removed, the peritoneal 
drawn back into place, and the wound closed by 
layers. The child, so operated upon, could retain 
his urine from four to six hours. V. D. Lespinasse. 


GENITAL ORGANS 
Lespinasse, V. D.: Transplantation of the Testicle. 
Chicago M. Recorder, 1914, Xxxvi, 401. 
By Surg., Gynec. & Obst. 

According to the author, testicle transplantation 
is a perfect operation in chickens, and the trans- 
planted testicle lives and produces spermatozoa: 
but in dogs and guinea pigs the transplanted testicles 
live only in part. 

The spermatogenic elements atrophy very quickly, 
but the Leydig cells remain normal and continue to 
functionate. 

The author reports one more human case in which 
the testicle, after being cut into small pieces, was 
transplanted into the substance of the rectus muscle. 
The clinical result in this case has been excellent. 
The man has regained his sexual power and says 
that sexually he is now normal. 


Barney, J. D.: Recent Studies in the Pathology 
of the Seminal Vesicles. Boston M. & S. J.. 
1914, clxxi, 59. By Surg., Gynec. & Obst. 

The author draws the following conclusions in 
his article: 

1. Vesiculitis may occur from infection with 
tubercle bacillus. 

2. When one vesicle is involved its fellow may 
also be safely accused. 

3. Radiograms with collargol seem already to 
demonstrate the presence of inflammatory changes, 
and their future as a diagnostic aid seems bright. 

4. Dense adhesions, usually surrounding the 
junction of the vas and vesicle, not only make 
operation difficult, but, in most cases, would make 
— separation of the two structures impos- 
sible. 

5. Disease of the vas at its ampulla accompanies 
disease of the vesicle, and the conservation of the 


542 


former structure, in the hope of preserving the 
continuity of the seminal duct, is of doubtful value 
to the patient. H. L. Sanrorp. 


Quinby, W. C.: The Anatomy and Physiology of 
the Seminal Vesicles with Regard to the Treat- 
ment of Their Lesions. Boston M. & S. J., 
1914, clxxi, 58. By Surg., Gynec. & Obst. 

The author has collected the latest information 

on the macroscopical anatomy of the seminal vesicles 
and the convolutions of its system of ducts, which 
has been secured through the newer injection 
methods. It is found that a very small per cent 
consist of simple straight tubes; a somewhat larger 
per cent present thick twisted coils with or without 
very small diverticula; another equal per cent 
consist of twisted tubes with or without small 
diverticula; and the remaining two-thirds have a 
short straight or twisted main channel with large 
bulbous diverticula or a short main channel with a 
large branched irregular accessory channel. The 
large blood supply of the vesicle enters mainly at 
the upper and outer border, which points to the 
necessity of careful ligation here before enucleation 
of the organ. H. L. SAnrorp. 


Kolischer, G.: Hypertrophy of the Prostate and 
Hypernephroma in the Same Patient. /i/eriat. 

J. Surg., 1914, XXxvii, 251. 
By Surg., Gynec. & Obst. 

Kolischer reports two distinct lesions occurring in 
the same patient, and in doing so wishes to empha- 
size the diagnosis. Some months following pros- 
tatectomy his patient suddenly developed inter- 
mittent vesical hemorrhage. Cystoscopy was done, 
but instead of finding granulomata at the site of 
operation, as he had expected, blood was observed 
coming from the left ureter. Nephrectomy dis- 
closed a primary hypernephroma. 

The author emphasized the fact that cystoscopy 
should have been done before the prostatectomy, so 
that the kidney lesion would have been diagnosed 
early, and also that the hypernephroma was sec- 
ondary to the hypertrophied prostate. 

Another specimen was demonstrated, one of 
tuberculosis of the kidney, followed by hydronephro- 
sis. The hydronephrosis was not due to a faulty 
ureteral outlet, but to a lessened resistance in the 
fibrous tissues of the pelvis. 


Gardner, S. J., and Cummins, W. T.: Prostatic 
Carcinoma in a Youth. Calif. St. J. Med., 1914, 

xii, 279. By Surg., Gynec. & Obst. 
The patient, an American machinist apprentice, 
aged 17 years, was admitted to the hospital October 
2, 1911. His family history was negative, and he 


had had no recorded illness except diphtheria 9 
years previous. 

His last illness had begun about seven weeks 
before with colicky pains in the lower left side of 
the abdomen accompanied by vomiting. 
radiated to the left testicle. 


The pains 
There was no hema- 
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turia. Incontinence of urine was affected by pos- 
ture. Three weeks previous the pain had shifted to 
the right side of the lower abdomen and radiated to 
the right testicle. He had lost much weight. 

The urinalysis was: Clear; sp. gr. 1018; acid; no 
sugar nor albumin; no casts. Death occurred 
January 12, 1912. Post-mortem record — marked- 
ly emaciated. 

Permission for a partial autopsy only was granted, 
so that an examination of the thoracic organs and 
central nervous system could not be made. Histo- 
logical examination of the spleen showed that the 
capsule and trabeculae were moderately fibroid. 
There were sinuses in places considerably dilated. 
Large quantities of hamosiderin were seen. In the 
liver there was no abnormality except for a mod- 
erately passive congestion and hemosiderosis of the 
parenchyma near the midlobular areas. In the 
kidneys the capsule was moderately fibrosed. Much 
of the cortical epithelium showed degenerative and 
necrotic changes. In some of the tabules the epithe- 
lium had desquamated. There were numerous 
areas of connective-tissue overgrowth. In _ the 
adrenals there was marked vacuolation of the cells 
of the fascicular and reticular zones. A moderate 
fibrosis was evident in the pancreas. There was 
considerable overgrowth of connective tissue in the 
prostate. The epithelium of many alveoli showed 
marked proliferation and penetration of the base- 
ment membrane. In some places evidences of 
alveoli were seen, but in many other places the 
epithelial masses were solidly formed. The retro- 
peritoneal lymph-nodes were all of the same general 
structure. The connective tissues showed some 
overgrowth, and between these trabecule there 
were large and small masses of cells with vesicular 
nuclei, resembling closely the above-mentioned 
alveolar epithelium of the prostate. 

The clinical diagnosis was sarcoma of the prostate. 
The pathological diagnosis was carcinoma of the 
prostate and retroperitoneal lymph-nodes; chronic 
interstitial splenitis and hemosiderosis; passive 
congestion of the liver; chronic parenchymatous 
nephritis; hydronephrosis and hydrometer; chronic 
interstitial pancreatitis. H. A. Moore. 


MISCELLANEOUS 


Jones, R. L., and Simons, I.: The Serum Diagnosis 
of Gonorrheeal Infection. Urol. & Cutan. Rev., 
1914, Xvili, 359. By Surg., Gynec. & Obst. 

The authors analyze carefully and tabulate their 
results in 206 cases of gonorrhoeal infection. The 
technical considerations are thoroughly elaborated 
and their studies lead them to conclude that — 

1. The blood test for gonorrhoeal infection is 
even more accurate than the Wassermann reaction 
in lues. 

2. That it is of the greatest value in chronic cases 
where gonococci are found with greatest difficulty. 

3. The complications of gonorrhoea, such as acute 
and chronic epididymitis, chronic prostatitis, and 
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diseased adnexa in the female, have given too per 
cent of positive tests. 

4. Chronic uncomplicated gonorrhcea will give a 
positive reaction. Those giving negative reactions 
are cured. 

5. No non-gonorrheeic has given a positive test. 
Gonorrhoea is not a self-limited disease of com- 
paratively short duration — 1 to 3 years. 

6. A negative blood test is advisable in a candi- 
date for matrimony who gives a history of previous 
gonorrhceal infection, even though apparently cured. 

J. S. EIseNsTAEDT. 


Seay, C. J.: The Value of Vaccines in Gonorrheeal 
Complications. Urol. & Culan. Rev., 1914, xviii, 
348. By Surg., Gynec. & Obst. 

After five years’ experience with vaccines in 
gonorrhoeal lesions and complications, Seay reports 
results in acute gonorrhoeal epididymitis and 
gonorrhoeal arthritis. His results were negative 
in acute and chronic anteroposterior urethritis. 

He starts with an initial dosage of twenty-five 

million and increases the dosage every fourth day. 

J. S. E1SENSTAEDT. 


Eaton, C. E.: The Internal Secretion of the Sexual 
Glands. Northwest Med.. 1914, vi, 212. 

By Surg., Gynec. & Obst. 

The author believes that resistance to cancer is a 

natural asset in the fortifications of the body. The 

absence of this protective power means suscepti- 

bility to cancer and is in some way associated with 

interference with, or absence of, the internal secre- 
tions of the reproductive organs. IJ. L. Sanrorp. 


Kirk, T. S.: On the Value of the Bacteriological 


Examination of the Urine. Jed. Press & Cire., 


1914, cxlix, 62. By Surg., Gynec. & Obst. 


The most interesting cases mentioned by the 
writer were a number of cases of empyema under 
his care last year. There were 2 due to a pneumo- 
coccus; one due to the bacillus coli; 3 due to staphy- 
lococcus. In 2 of the latter there were staphylocci 
in the urine; all the others had sterile urine. ‘Those 
with sterile urine improved much faster than the 
others. In fact, one of those with staphylococci 
in the urine has not improved at all in spite of 
vaccine and other treatment. The bacteriological 
examination of the urine may, therefore, be of use, 
not only as regards diagnosis, but also as regards 
prognosis. 

In January of last year a young man was in the 
author’s ward. This patient had a simple fracture 
of the ulna and a dislocation of the head of the 
radius. The latter could not be reduced under an 


543 


anesthetic, although an effort was made to do so 
twice. The question of reduction by operation 
had then to be considered. This patient had a 
scaly condition of the skin, and his urine contained 
many staphylococci, and these were not affected by a 
six months’ vaccine treatment; consequently, the 
author refused to operate on him, as he felt sure the 
wounds would suppurate. While the author was ill 
a colleague, whose aseptic technique is above 
suspicion, operated on him, and was disappointed 
to find that the wound suppurated; thus the result 
anticipated from the condition of his urine actually 
occurred. 

These cases prove that the examination of the 
urine is of undoubted value in many cases, although 
it is still only on trial. The author does not claim 
that it is an infallible guide to the nature of an 
infection; unfortunately, he has come across cases 
of infection with many suppurating foci, in which 
nothing has grown from pus, blood, or urine; i. e., 
an effort to grow anything has failed, probably on 
account of ignorance of proper methods. Kirk is 
of the opinion that bacteriological examinations of 
the urine are of especial importance in cases of 
injuries and operations, and he hopes we may soon 
have some simple and sure way of detecting the 
presence and nature of infective micro-organisms in 
our patients, and thus provide the complement to 
Listerism. In Listerism, as practiced to-day, every 
precaution is taken to prevent the entrance of 
micro-organisms into wounds, but no cognizance is 
taken of those in the patient’s system, and it is for 
this reason that so many differences are found in 
the ritual of aseptic surgery, and why they all 
now and again break down. It is a well-known fact 
that blood infections cause suppuration in hamato- 
mata and other injuries unaccompanied by any ex- 
ternal wounds, and there is no reason why a similar 
infection should not play havoc with operation 
wounds. HI. A. Moore. 


Barnett, C. A.: The Question of Vaccines in Uro- 
genital Infection. Urol. & Cutan. Rev., 1914, 
XVili, 353. By Surg., Gynec. & Obst. 

Barnett uses autogenous vaccines in infective 
lesions of the urinary tract always after having 
made sure that drainage is good. He does not 
usually go through an_ elaborate bacteriologic 
technique for determining either the variety, 
number, or possible admixture of organisms, but 
merely cultivates from the pus or prostatic secre- 
tion, kills the culture and dilutes with salt solution, 
using the degree of skin reaction, at the site of in- 
jection, as a guide to dosage. He aims to keep this 
dosage just below the reaction dose. He reports 
good results. J. S. E1sensTarpr. 


EYE 


Calhoun, F. P.: Hereditary Glaucoma Simplex; 
the Report, with Operative Notes, of Three 
Generations of One Family. J. Am. M. Ass., 
1914, Ixiii, 209. By Surg., Gynec. & Obst. 

Heredity is shown to be a strong factor in the 
causation of glaucoma simplex, especially in patients 
under thirty years of age, and after extensive reviews 
of the literature the author failed to find more than 
four families in which it extended beyond the second 
generation. In two of the cases mentioned he is 
not sure of the diagnosis, but makes it in these cases 
on the contracted field for colors and the strong 
family histories. 

Out of thirteen operations on nine eyes, iridectomy 
and the LaGrange operation did not give the results 
that those of trephining gave. 

In all the cases operated, however, the patients 
were allowed to return to their homes immediately 
following the operation. 

No new etiologic factors of importance were 
found, but the author decries the fact that hereto- 
fore so few corneal measurements were taken in 
such cases. SypNEY WALKER. 


Posey, W. C.: The Value of Miotics in Chronic 
Glaucoma. J. Am. M. Ass., 1914, lxiii, 210. 
By Surg., Gynec. & Obst. 

Through the study of a long series of cases for 
a great many years, the author has proved to his 
satisfaction that simple chronic glaucoma is more 
amenable to medical treatment than to surgery, 
and that central vision was maintained longer in 
these cases than in eyes in which an iridectomy was 
performed. What the results of the trephining will 
be is not known and only time will tell. 

The value of miotics is pointed out in early cases, 
when the risk of operations and errors of diagnosis 
are possible. He frankly states that he does not 
consider miotics a curative procedure, as the process 
of the disease goes on with them, and warns us that 
they should be used only in those cases which are 
free from glaucomatous congestion, advising iridect- 
omy in the latter. 

Small doses of the miotics are given at first to pre- 
vent spasm, and increased gradually over a long 
period. Along with them purges, salicylates, and 
accurate refraction is advised. | SypNey WALKER. 


Perrine, J. K. M.: A Case of Staining the Con- 
junctiva with Indelible Ink. J. Ophih., Otol. 

& Laryngol., 1914, XX, 290. 
By Surg., Gynec. & Obst. 
The case reported is of interest because the 
chemical composition of the ink splashed into the 
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eye was known to be methyl-violet and the stain 
was removed by the use of 50 to 75 and 95 per cent 
alcohol after cocainizing the eye. The reaction was 
not great. E. B. Fow.er. 


Crockett, R. L.: Some Cases of Staphylococci In- 
fection of the Eye Treated by Immunotherapy. 
Arch. Ophth., 1914, xliii, 370. 

By Surg., Gynec. & Obst. 

In the first case reported the first eye was lost 
through panophthalmitis and from the pus a vaccine 
was made. One month later the other eye became 
affected by an iridocyclitis. Improvement followed 
the first dose of the autogenous vaccine (1,000 mil- 
lion staphylococci) and the eye had completely re- 
covered after the fourth dose. ‘ 

The second case was an iridocyclitis following 
cataract extraction. The suspension was made from 
a culture (staphylococcus) from the discharge of a 
cystitis. Dianin and atropine had given little re- 
lief over a period of two months, but improvement 
was noted after the first dose of the vaccine and the 
eye was quiet after the third. 

A case of iridocyclitis in which the cause could 
not be determined, responded immediately to a 
stock vaccine of staphylococcus. B. Fow er. 


Dufour, C. R.: Malignant Intra-Ocular Tumors. 
Wash. M. Ann., 1914, xiii, 255. 
By Surg., Gynec. & Obst. 

Choroidal sarcoma, a tumor of adult life, usually 
pigmented, is discussed as to stages, diagnosis, anc 
urgency of enucleation. The chances of recovery 
after removal decrease with the age of the patient. 
The author values transillumination highly in diag- 
nosis. 

Glioma, the retinal tumor of early childhood, is 
discussed along the same lines. Other forms ot 
malignant growth were omitted because of infre- 
quency of occurrence. Cases were cited by the 
author and those entering the discussion. 

E. B. Fow er. 


Meller, J.: The Lagrange Sclerectomy and the 
Elliot Trephine Operation. Ophih. Rec., 1914. 
xxiii, 342. By Surg., Gynec. & Obst. 


Meller, of Vienna, has recently published a report 
based upon 389 Lagrange operations and 175 
sclerocorneal trephinings supported by the micro- 
scopical examination of a number of globes removed 
after failures. He states that the great advantage 
of the Elliot operation is that its technique is so 
much more easy. In not a single case of the 175 
was there an injury of the lens. 

He compares the two operations, dividing his 


cases into two groups: (1) Good results, Lagrange 60 
per cent, Elliot 72 per cent; and (2) bad results, 
Lagrange 8.4 per cent and Elliot 2.4 per cent. 
Complications, such as lens opacities, severe irido- 
cyclitis with atrophy of the globe, expulsive haem- 
orrhage, etc., not at all frequent after the Lagrange 
operation, are scarcely met with after trephining. 
He finds a tendency after both operations for the 
iris to block the wound, and is in favor of a complete 
iridectomy in the Elliot operation. 

The percentage of vitreous loss is 3.4 per cent 
after the Lagrage and 2.8 per cent after the Elliot, 
and he finds that vitreous prolapse after the La- 
grange is a much more serious complication than the 
escape of a bead of vitreous from a small trephine 
opening. To show the genesis of relapses, he com- 
pares the figures found in the two operations. (1) 
After total iridectomy: Lagrange 9.3 per cent, 
Elliot 7.5 per cent. (2) After peripheral iridectomy: 
Lagrange 11.8 per cent, Elliot 18.7 per cent; and (3) 
without iridectomy: Lagrange 20 per cent, Elliot 
23 percent. He therefore inclines to the view that 
iridectomy is more important than Lagrange or 
Elliot consider it to be. 

With an equally high percentage of excellent 
results, the Elliot operation has a much smaller 
percentage of bad results than the Lagrange. Fur- 
ther points in its favor are the considerably easier 
technique and the much smaller number of compli- 
cations, especially in the severe forms of acute and 
absolute glaucoma. With the Elliot operation only 
15-4 per cent of the absolute glaucoma cases ended 
badly, while 38 per cent of such cases were lost 
entirely after the Lagrange operation. 

As to indications, Meller says the situation has 
been simplified to an extraordinary degree by the 
introduction of the Elliot operation. It is indicated 
in all cases of glaucoma, in acute as well as in chronic 
and simple; in secondary glaucoma, and especially 
in those cases of increased tension which have 
developed after the performance of other opera- 
tions. It can likewise be recommended for hydroph- 
thalmus, for it is attended with less danger than 
an iridectomy, or even a sclerectomy. The height 
of the tension has no effect upon the course of the 
operation or upon the development of complications, 
and especially not that bad effect which high tension 
must have in all methods of operating in which the 
eye is opened by a section. Francis LANE. 


EAR 


Sheppard, J. E.: The Economic Importance of 
Diseases of the Ear in School Children. J. Y. 
St. J. Med., 1914, xiv, 368. 
By Surg., Gynec. & Obst. 
The following reasons are given by the author for 
considering diseases of the ear of economic impor- 
tance: 
1. In their acute forms they lead to a certain 
amount of absence from school, and absences are a 
most potent factor in retardation. 
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2. In their suppurative forms they become a 
distinct menace to the life of the individual. 

3. In their more chronic forms they result in 
defective hearing, the physical defect constituting 
the greatest bar to progress in school. 

4. Through impairment of hearing they cause a 
large proportion of the total number of defectives 
and incorrigibles, truants, and idlers, of whom some 
go later to join the ranks of the criminal classes, be- 
coming an expense and a charge to the State in 
reformatories and prisons. 

5. Through impairment of hearing they swell 
largely the ranks of the so-called “repeaters,” to 
educate whom costs an entirely disproportionate 
amount, besides interfering materially with the 
education of their normal-hearing classmates. 

6. By virtue of their causation, and through the 
impairment of hearing, they are an element in the 
production of stoop shoulders and flat chests, which 
result in increased liability to tuberculosis. 

7. Finally, sufferers therefrom with impaired 
hearing require for their adequate education separa- 
tion from the normal-hearing, and teaching in 
limited classes, and, with extreme deafness, resi- 
dence and teaching in special institutions, where 
articulation and lip-reading must be taught in order 
to avoid the otherwise resulting deaf-mutism. 
Orro M. Rorr. 


Dwyer, J. G.: The Bacteriology of Chronic Puru- 
lent Otitis. Am. J. Surg., 1914, xxviii, 257. 
By Surg., Gynec. & Obst. 

The discharge was investigated with special refer- 
ence to (1) the bacterial flora, (2) the cellular ele- 
ments, and (3) the matrix. 

As to the bacterial flora, in 53 cases examined, the 
following organisms were found: 

Staphylococcus pyogenes aureus ~- 17 times. 

Staphylococcus pyogenes albus and citreus — 6 
times. 

Streptococcus mucosus — 8 times. 

Streptococcus hamolyticus — 8 times. 

Pseudodiphtheria (Hoffman’s and Xcrosis) 5 
times. 

Pyocyaneus — 16 times. 

Proteus — 5 times. 

Klebs-Liéffler — once. 

Bacillus mucosus capsulatus — 3 times. 

As to the cellular elements, two groups are recog- 
nized: (1) epithelial and (2) mesoblastic. The 
epithelial cells are meatal, tympanic. and glandular; 
and the mesoblastic cells may be divided into the 
wandering and the fixed cells. The former comprise 
the leucocytes, the lymphocytes, and the plasma- 
cells; and the latter are represented by the epitheliod 
elements, which are derived from the lining of blood 
and lymph-channels and also from the perivascular 
spaces of the arterioles. 

As to the matrix, flat rhombic crystals of choles- 
terin and the fatty acids, characteristic of old des- 
quamative changes in cholesteatoma, are found, 

As to the diagnostic and prognostic significance of 
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these findings, the author gives the following sum- 
mary: 

‘AR most frequently happens, granulation tissue is 
responsible for the pus. Evidence of this is afforded 
by the presence of leucocytes of all kinds—large, small 
mononuclear and polynuclear, normal and degen- 
erated, but especially by lymphocytes, which are 
very numerous, while epithelial cells are not un- 
common. Bone disease may be marked by the 
presence of myelocytes or osteoblasts, or chemical] 
analysis shows the presence of an increased amount 
of bone salts. 

Cholesteatomata is indicated by the presence of 
closely packed squames with or without bacteria, a 
distinction that may at first glance appear unneces- 
ary, but is really of great importance, especially 
when the cells are of antral origin, for a septic 
cholesteatomata in that situation affords a stronger 
indication for radical measures than a non-septic 
one. 

Among chronic discharges one is found which de- 
serves special attention — it is very profuse, feetid, 
opaque, and like cream. On examination it is 
generally found entirely free from cells, either 
epithelial or septic leucocytic, but consists of throat 
organisms in an albuminous matrix — not true pus, 
therefore, but a polymicrobic emulsion. With such 
a discharge, in which there are spiral and fusiform 
bacteria of many varieties and no cells, the existence 
of an active granulation surface can without doubt 
be excluded. Thus here active aural measures, and 
measures to do away with the original infection, are 
called for. Orto M. Rort. 


Bryant, W. S.: Radium in Middle Ear Deafness 
Caused by Chronic Suppuration. Y. M.J/., 
1914, C, 7. By Surg., Gynec. & Obst. 

The author reports a case of chronic suppurative 
otitis media of several years’ duration, treated with 

mesothorium bromide, in which the hearing im- 

proved and tinnitus stopped. 

ELLEN J. PATTERSON. 


Hays, H.: Latent Mastoiditis. Am. J. Surg. 
1914. XXviii, 265. By Surg., Gynec. & Obst* 
The author illustrates his paper by reports of two 
cases, in which the symptoms usually evident in 
acute mastoiditis subsided, but in which operation 
was justified because of the long-continued and pro- 
fuse discharge. 

Another sign that indicates the progress of the 
disease is a sagging of the posterosuperior quadrant 
of the drum. 

The discharge is kept up apparently by the in- 


INTERNATIONAL ABSTRACT OF SURGERY 


flammatory reaction within the mastoid cells, which 
cannot be properly cleaned out, plus the continuous 
application of low-grade infecting bacteria. 

Orto M. Rorr. 


Haskins, W.: The Use of Vaccine in Chronic Ear 
Infections; with Report of Cases Treated. 
Am. J. Surg., 1914, xxviii, 253. 

By Surg., Gynec. & Obst. 

The author reports the results of the treatment of 
33 cases with vaccines as follows: Two are noted as 
final ‘‘results unknown,” owing to the patients’ 
failure to return after their ears became dry; 8 were 
improved and are still under observation; 23 have 
dry ears and are seen about every two weeks. Because 
most of the cases have been seen for the past five 
months only, this report is considered as a prelim- 
inary one, but the author is convinced that most 
excellent results have been obtained with the vac- 
cines, especially since many of the cases had resisted 
all other efforts, even failing to dry up after opera- 
tion. 

Two tables are appended; one gives the bacteria 
that were isolated in each case as the probable cause 
of infection, and the other gives a brief history of 
each case treated with vaccines and present results. 

Orto M. Rort. 


Brown, H. B.: On the Treatment of Furunculosis 
of the Ear with Vaccines. Am. J. Surg.. 1914, 
XXVill, 260. By Surg., Gynec. & Obst. 


The chief points emphasized by the writer are 
(1) the necessity of using the right vaccine, by which 
is meant an autogenous vaccine, and (2) the neces- 
sity of making a correct diagnosis before beginning 
treatment. The technique employed is as follows: 

1. Irrigate the canal with boric acid or saline solu- 
tion. 

2. Wipe clean with cotton. 

3. Plug the canal with cotton impregnated with 
95 per cent alcohol for 15 minutes. 

4. Remove the cotton and aspirate the pus 
through the perforation by means of Siegel's oto- 
scope. 

5. Streak plates are then made on blood agar and 
ascitic fluid agar with a platinum needle or loop. 

6. Incubate for twenty-four hours. 

7. Colonies are then fished and recovered on slant 
agar or on Dorset’s egg media to which a little ascitic 
fluid has been added. 

8. Prepare vaccines in the usual way from the 
pure cultures. 

Seventy-five cases are reported without a failure. 

Otto M. Rort. 


NOSE 


Pilcher, J. D.: The Absorption of Epinephrin from 
the Nasal Submucosa. J. Am. M. Ass., 1914, 
Ixiii, 208. By Surg., Gynec. & Obst. 


Experiments upon dogs prove that on account of 
the great vascularity of the parts epinephrin 
injected into the nasal mucosa passes directly into 
the venous circulation and should, therefore, be 
avoided in persons in whom a sudden rise of blood- 
pressure is especially contra-indicated. This method 
should be remembered, however, in conditions of 
circulatory collapse when the intravenous method is 
not feasible. ELLEN J. Patrerson. 


THROAT 


Stickney, O. D.: Tonsillar Hemorrhage and Its 
Treatment. J. Ophth., Olol. & Laryngol., 1914, 
xx, 298. By Surg., Gynec. & Obst. 


The author considers the predisposing causes of 
hemorrhage to be hemophilia or other blood state 
attended with diminished coagulability; age; operat- 
ing during the menstrual period; the use of sharp 
instruments; the incomplete removal of the tonsils; 
operating during acute inflammation of the tonsils; 
and anomalous distribution of blood-vessels. 

He controls hemorrhage during operation by 
firm pressure with a tampon of sterile gauze, grasp- 
ing the bleeding points with hemostats, or by sutur- 
ing the anterior and posterior pillars together. If 
the bleeding be in the nature of general oozing, he 
advises the hypodermatic injection of normal horse 
serum. The tendency to secondary hemorrhage 
can be avoided by rest, careful diet, and cleanliness 
of the throat following operation. 

ELLEN J. PATTERSON. 


Richardson, C. W.: Laryngitis Submucosa Sub- 
glottica Acuta. Laryngoscope, 1914, xxiv, 658. 
By Surg., Gynec. & Obst. 


The above is an affection occurring most frequent- 
ly in children. It is characterized by a moderate 
degree of inflammation in the hypoglottic portion 
of the larynx, subchoroidal swelling, and narrowing 
of the lumen, upon which depends the intensity of 
the symptoms. 

The general symptoms are not marked, the voice 
is never markedly affected, but in the more severe 
cases the breathing becomes stridulous with cya- 
nosis. 

The prognosis is favorable when treatment is 
instituted early, although intubation is indicated in 
some cases. ELLEN J. PATTERSON. 
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Johnston, R. H.: Straight Direct Laryngoscopy, 
Bronchoscopy, and (Esophagoscopy. Am. J. 
Surg., 1914, Xxvili, 273. By Surg., Gynec. & Obst. 

In this paper the author confines himself to the 
subject of tracheobronchoscopy, which he discusses 
under the following subheadings: (1) Historical; (2) 
General Remazks; (3) Choice of Instruments; (4) 
Choice of Method; and (5) Technique. 

1. Although Killian was not the first to pass a 
tube into the trachea, nevertheless he receives the 
credit because he put it on a working basis. Killian 
was, however, the first to devise a means of entering 
the bronchial tubes. 

2. Assmalla tube as possible should be used. It 
is possible to see two inches in front of the tube, but 
judging of distances is difficult. 

3. The author prefers Jackson’s instruments 
because the light is better for working far down in 
the bronchi. Another point in favor of the Jackson 
tube is that with it there is an open surface to work 
through. But whatever set is decided upon, it is 
best to stick to one set, for the operator can do the 
best work with the instruments that he is accus- 
tomed to using. 

4. Several factors enter into the consideration of 
the choice of method as to whether upper or lower 
bronchoscopy should be done. The following is 
from the authority Bruning: 

“For instance, lower bronchoscopy would be the 
method of choice in a patient who already had an 
opening in the trachea at the time of examination, 
unless it were desirable to study the lumen image of 
the trachea in the neighborhood of the tracheal 
opening. Again, if a tracheotomy would promise 
other than endoscopic advantages, the lower route 
would be selected. Finally, the lower route would be 
selected in some cases even when the incision in 
the trachea was for no other purpose than that of 
passing the tube; as, for instance, (1) when the form 
and size of the foreign body make it uncertain 
whether it can be passed through the larynx; (2) 
when difficulties of presentation or loosening are 
anticipated; (3) when a moving body lies in front 
of the trachea; (4) when the operation is seriously 
imperiled through continuous irritability or secre- 
tion; (5) in infants; (6) when danger may be antici- 
pated from cocaine or general anzsthesia.”’ 

The author takes exception to several of the above 
remarks and gives as his views: 

1. That the upper operation is more popular in 
this country and, in the average case, is just as easy 
to carry out as the lower. 

2. That lower bronchoscopy is not technically 
easier when the difficulty of performing a tracheoto- 
my in a child is considered. 
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3. That there will be less need of lower broncho- 
scopy when the operator has trained the eye to 
work through small tubes. 

4. That even in infants the upper operations can 
sometimes be performed by using a laryngoscope 
and passing a forceps through the cords. This of 
course can only be done if the foreign body is high 
up in the trachea. 

5. Boil the metal instruments and immerse light 
carriers in carbolic acid. Wash out the mouth with 
a 30 per cent solution of alcohol. 

Do not pass a tube into a tracheal wound, that has 
been passed through the mouth, without resteriliz- 
ing it. 

In performing lower tracheobronchoscopy, which 
may be done through high or low tracheotomies, if 
for the purpose of removing foreign bodies, inspect 
the wound at once; otherwise it is best to wait a few 
days before inspecting the trachea. Use an 8-inch 
tracheoscope. Anzsthetize with 20 per cent alypin. 
Pass the tube from either side, inclining the pa- 
tient’s head to the opposite side. To examine the 
right bronchus introduce the tube from the left side 
of the neck and vice versa. 

The author prefers to have the patient in the sit- 
ting posture. 

The operator’s eye should control every move- 
ment of the tube. Orro M. Rott. 


Ingersoll, J. M.: Primary Sarcoma of the Trachea. 
Laryngoscope, 1914, Xxiv, 664. 
By Surg., Gynec. & Obst. 
The author reports a case of sarcoma of the tra- 
chea, in which the pedunculated tumor was situated 
on the left side of the trachea, just below the first 
ring, with no indications of involvement of the 
tissues around the larynx and trachea. A portion 
of the tumor which was coughed up, when examined 
microscopically, showed  spindle-celled sarcoma. 
The patient refused operation until too late, when 
a low tracheotomy relieved the dyspnoea until he 
died. ELLEN J. PATTERSON. 


MOUTH 
Steinfeld, A. L.: Dentigerous Cysts. Ohio Si. M.J., 
1914, X, 410. By Surg., Gynec. & Obst. 


The author briefly reviews the embryology of the 
teeth, pointing out that in the root portion of the 
tooth the cells of the enamel organ cease to form 
enamel and certain of them remain within the 
peridental membrane called by Malassez the para- 
dental epithelial rests. 

According to the classification of the author there 
are two kinds of cysts of the jaw considered; viz., 
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follicular or dentigerous cysts and periosteal or root 
cysts. Follicular or dentigerous cysts usually occur 
in the second or third decades, and contain a fully 
formed tooth, a rudimentary tooth or toothlike re- 
mains and are not associated with any injury. 

They grow slowly and may reach a very large size, 
seldom causing any pain. The bone not only ex- 
pands over the cyst but also proliferates over the ex- 
panding tumor. 

On palpation a hard wall with movable mucous 
membrane presents which at times on pressure upon 
the thin wall gives a parchment-like crackle. All 
varieties of teeth have been found in them, but molar 
and cuspid teeth are most commonly observed. The 
X-ray shows the course frequently directed toward 
the center of the cyst; at times the tooth is imbedded 
in the cyst wall. 

Follicular cysts are associated with anomalies 
in the position of the teeth or absence of them in 
the arch. 

The other variety or root cysts arise only after 
second dentition, and are due to irritation of gan- 
grenous pulps of carious teeth. 

The granuloma has a more or less firm periphery 
and gradually softens toward the center, which is 
the starting point of the root cyst. Malassez traces 
the source of both follicular and root cysts to a com- 
mon origin; i. e., to the paradental epithelial débris. 

When an irritant is present, this epithelial débris 
has the power of growing and forming teeth or their 
rudiments. 

In root cysts the irritant is a toxic irritant and 
causes inflammation which so injures the epithelial 
cells that they lose their power of differentiation, 
and the mass is merely a mass of granulation tissue 
or a benign root-cyst. 

In the follicular cyst conditions are different ; here 
are disturbances in second dentition, anomalies in 
position, retention of teeth, and possibly disturbances 
of nutrition. These irritations are mechanical and 
not inflammatory, in consequence of which the high- 
est function of the cells is not destroyed, and we have 
tooth substances formed. 

The author reports a case of a 14-year-old girl 
who had a swelling of the upper jaw for more than a 
year. The cuspid was missing on that side. The 
X-ray revealed the tooth within the cavity; under 
general anesthesia the tooth was removed and the 
cavity curetted and packed with gauze. 

The cyst was found to be lined with stratified 
pavement epithelium; the semi-solid contents con- 
tained a large number of epithelioid cells in a 
homogeneous ground substance and a few cholesterin 
crystals. H. A. Ports. 
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Crile, G. W.: The Kinetic System and the Treat- 
ment of Peritonitis. Zr. Am. Ass. Obst. & Gynec., 
Buffalo, ro14, Sept. By Surg., Gynec. & Obst. 

An analysis of the leading phenomena of perito- 
nitis —pain and tenderness, distention, muscular 
rigidity, vomiting, intestinal paresis—as well as of 
the general symptoms of infection — accelerated 
pulse and respiration, raised blood-pressure, fever, 
and rapid loss of strength and weight — show that 
they are adaptive phenomena evolved by the abdo- 
men for the purpose of overcoming infection. For 
the peritoneum, through natural selection, has 
acquired the power of overcoming infection by 
immobilizing the point infected by (1) inhibition 
of the intestines; (2) distention of the intestines; 
(3) rigid persistent contraction of the abdominal 
muscles; (4) further fixation by the pouring out of a 
sticky glue-like fluid. 

In peritonitis, as in physical exertion of any kind, 
the transformation of energy utilized for this pur- 
pose may be so rapid and extensive that exhaustion 
—death even — may follow. This exhaustion is 
further increased by the loss of water due to vomit- 
ing and to the diminished intake. As a result of 
this and of the increased blood supply to the in- 
testines, there is a shrinkage in pulse volume, and 
the amount of urine is decreased coincidentally with 
the increased metabolism. 

Safety, therefore, may lie in the: control of the 
kinetic system, by which excessive energy trans- 
formation is retarded and the water equilibrium is 
maintained. 

Deep morphinization causes inhibition of the 
intestines, immobilizes the body as a whole, pre- 
vents both pain and muscular rigidity, holds meta- 
bolism at a standstill, and thus reduces the drain 
upon the body’s stores of energy. Therefore, if 
energy transformation be minimized by morphine 
given in large physiologic doses and if the water 
equilibrium be maintained by the installation of 
water, the point of infection is immobilized while the 
phagocytes overcome the infection, and at the same 
time the brain, suprarenals, and liver are protected 
and the energy of the patient is conserved. 


Marvel, E.: Plastic Operation for Correction of 
Czeco-Colon Stasis. 77. Am. Ass. Obst. & Gynec., 
Buffalo, 1914. By Surg., Gynec. & Obst. 

Delayed expulsion of faecal material is detrimental 

to health. Retention of such matter becomes a 


bacterial and toxic menace. Deformities in, and 
malposition of, the intestinal tract predisposes to 
stasis. The cwco-colon sac is the most common part 
involved. The operation approximates the later 
and anterior longitudinal bands of the colon in 
such a manner as to elevate the cwcal pouch and 
obliterate same and reduce the caliber of the 
distended colon. The condition is physical and 
invites physical correction. The method suggested 
endeavors to correct the evil; conserve the struc- 
tures; maintain the function and thereby occasion 
the minimum risk and inconvenience to the af- 
flicted. 


Erdmann, J. F.: Biliary Surgery. 7r. Am. cAss., 
Obst. & Gynec., Buffalo, 1914, Sept. 
By Surg., Gynec. & Obst. 

The author reports 270 patients, who were op- 
erated on from January, ro1o, to April. 1914, with 
thirteen deaths. The majority of these patients 
were subjected to operative interference upon more 
viscera than the gall-bladder alone. This insures a 
greater risk as to mortality than individual opera- 
tions would give. 

The ages of the patients varied from 22 to 74. 
In 242 cases the sex was recorded and 154 were 
females. There were 54 cases of acute cholecystitis; 
34 of gangrenous cholecystitis; and 115 of chole- 
cystitis not otherwise classified. The last series 
included all varieties, from the non-inflammatory 
to hydrops. Acute hamorrhagic pancreatitis with 
suppuration, or sloughing, was observed six times. 

Cholecystostomy was performed in 125 cases 
with 5 deaths; cholecystectomy in 96 cases with 4 
deaths; choledochotomy and transduodenal chole- 
dochotomy in 5 cases with 2 deaths; cholecystos- 
tomy with choledochotomy in 27 cases with 1 death; 
cholecystostomy with and without combined opera- 
tions upon the duct in 142 cases with 6 deaths; and 
cholecystectomy with and without combined opera- 
tions upon the ducts in 123 with 5 deaths. 

In this series of 270 cases, 8 were operated upon a 
second or a third time. The author believes that 
the stones in each of these cases had re-formed. 
He reports several cases of this type. 

Among the complications encountered may be 
mentioned appendicitis, duodenal ulcers, gastric 
carcinoma, fibroids of the uterus, acute pancreatitis, 
carcinoma of the papilla of Vater, perforated ty- 
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phoid cholecystitis, hydatids, and hemolytic jaun- 
dice. Appendectomy was performed 67 times. 

The cases are listed according to years, as follows: 

In 1910 — 43 cases with no deaths. 

In 1911 — 54 cases with 4 deaths. 

(Deaths were due to septic endocarditis, pneu- 
monia, acute hemorrhagic pancreatitis, and em- 
bolism.) 

In 1912 — 63 cases with no deaths. 

In 1913 — 78 cases with 6 deaths. 

(Deaths due to acute gastric dilatation, cardiac 
myositis, acute nephritis, purulent hydatid cyst, 
and to nephritis twice.) 

In 1914 — 26 cases with 3 deaths. 

(Deaths due to nephritis, embolism, and septic 
infarcts.) 

The author does not believe in the two-step op- 
eration as a routine. He reserves it for those in- 
stances where a primary operation in ultraserious 
patients is done for drainage, and where the ob- 
struction remains. Epwarp L. CorNELL. 


Werder, X. O.: Myomectomy with Extensive Re- 
section of the Uterus in Fibroid Tumors. 77y. 
Am. Ass. Obst. & Gynec., Buffalo, 1914, Sept. 

By Surg., Gynec. & Obst. 
In younger women the importance of saving the 
function of ovulation, menstruation, and, whenever 
possible, that of reproduction, is generally rec- 
ognized. This can only be accomplished by proper 
surgical treatment; the X-ray treatment, the effec- 
tiveness of which is based upon the destruction of 
these functions, is, therefore, contra-indicated in 
women remote from the menopause. Myomectomy 
is the ideal procedure, and when this is impractical 
good results have been obtained by the writer by an 
extensive resection of the tumor-bearing myome- 
trium and endometrium. One-half to two-thirds 
of the uterine body and cavity have been removed 
in these cases without destroying the menstrual 
function. Thirteen cases of this character have 
been operated upon without any mortality. 
Myomectomy should be performed more fre- 
quently than is now practiced by most general 
surgeons and many gynecologists. While leaving, 
in most cases, a perfectly functionating organ, this 
operation, in the writer’s experience, was ac- 
companied by less mortality and morbidity than 
hysterectomy. Since 1808, 707 operations for 
fibroid tumors have been performed with a total 
mortality of 3.25 per cent; of these, 536 were 
hysterectomies with a mortality of 3.45 per cent, 

and 171 myomectomies with a mortality of 2.33 

per cent. The death rate of these two operations 

in the writer’s experience is, therefore, more than 
one per cent in favor of myomectomy. 


Carstens, J. H.: The Necessity of Constantly Look- 
ing for Cancer of the Uterus. 7r. Am. Ass. 
Obst. & Gynec., Buffalo, 1914, Sept. 

By Surg., Gynec. & Obst. 
Cancer is increasing, not by better statistics and 
diagnosis; those were pretty well made fifty years 
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ago. No cause is known and no remedy found, but 
we know that it is started locally, and by thorough 
early extirpation only can a cure be secured; hence 
diagnosis must be made early. If one woman out 
of eight dies of cancer, the physician must be con- 
stantly on the lookout for it. It can only be 
diagnosticated with the microscope. Therefore all 
suspicious tissue must be examined carefully. 
Much curetting is done for various reasons and the 
tissues thrown away. The author looks upon this 
as absolutely criminal, as cancer is not only found 
at forty years and over, but it is being found earlier 
and earlier, even at twenty-one. 

His conclusions are: 

1. Every case of curetting should be examined 
microscopically. If it is done for miscarriage, it 
should be examined to show the remnants of placen- 
tal tissue, and also because there might be the 
beginning of decidua malignum. 

2. If curetting is done for hemorrhage, it should 
be known whether it is due to conditions of the 
mucous membrane or whether it is constitutional. 
If it is done for irritating discharge, it is necessary 
to know the pathologic changes in the mucous 
glands. 

3. In every case of curetting the tissue removed 
must be carefully examined microscopically. In 
every case of trachelorrhaphy the tissue removed 
should be examined in the same way for cancer. 

4. The age of the patient cuts no figure, old or 
young; all tissues removed should be subject to 
the same careful microscopic examination. 


Yates, H. W.: The Significance of Uterine Haeemor- 
rhage. Tr. Am. Ass. Obst. & Gynec., Buffalo, 1914, 
Sept. By Surg., Gynec. & Obst. 


The author’s conclusions are: 

1. That information should be disseminated to 
the public on the early signs of cancer, and that, as 
far as our knowledge goes at present, no other 
hope is offered for the cure than the scalpel used 
early. 

2. That the cases reported, with few exceptions, 
indicate that the malady is not recognized as early 
as it should be by the physician. 

3. That all uterine or supposed menstrual bleed- 
ings which are unusual to the host should command 
the keenest thought and observation. 

4. That in a perfectly routine way all curettings 
should be submitted to a competent pathologist. 

5. That pain has no part in early cancer; it is a 
complication and only follows after the disease 
itself should have been diagnosed. 

6. That there is no such age as the cancer age. 
Too much emphasis has been placed upon this 
point in textbooks. Most of the cases referred to 
were among the young — two of them in mere girls. 
It is a sad commentary that young women are 
treated for weeks and sometimes months by “local 
treatment,”’ so-called, when the causes of a disease 
are fast making inroads upon them and day by day 


robbing them of their only opportunity of getting 
well. 

7. Microscopy is the sovereign method in the 
diagnosis of cancer, especially as applied tothe growth 
at the fundus. Its use can be dispensed with only 
in those cases in which the cervix is open and the 
protruding mass is unquestionably carcinomatous, 
or digital exploration is absolutely conclusive. 


Sanes, K. I.: Observation on Torsion of Ovarian 
Cyst. Tr. Am. Ass. Obst. & Gyncc., Buffalo, 1914, 
Sept. Ry Surg., Gynec. & Obst. 

The author divides the forces inducing torsion 
of ovarian cysts into intra-abdominal and extra- 
abdominal, some of which act suddenly, others 
gradually. The sudden forces are strained muscu- 
lar actions and rapid volume-changes of surround- 
ing organs; the gradually acting forces are the growth 
of the tumors themselves, especially of the different 
loculi in multilocular tumors and the growth of 
tumors of neighboring organs. A torsion to be 
pathological must be at least 180°, because a twist 
of less than that does not interfere with the cir- 
culation of the pedicle. A twist of the pedicle 
below 180° may, however, by increasing the venous 
pressure in the ovarian tumor, favor the gradual 
development of torsion, as proven by Payr. The 
frequency of torsion is usually given as 20 per cent. 
In his fifty-one ovariotomies performed in the last 
five years the author found nine torsions, or 17 
per cent. He reports his 9 cases of torsion and 
gives his observations based on these 9 cases as 
well as cases collected from the literature. 

The anatomical changes in a twisted cyst are 
proportionate to the degree and rapidity of the 
torsion. Usually the process is slow, causing venous 
stasis and serous transudation or haemorrhagic 
infiltration of the cyst wall with an increase of the 
cyst contents. As a result of these changes the 
nutrition of the tumor is interfered with. A necrotic 
process, and with it a general toxemia, is then in- 
troduced. Frequently a favorable termination of 
this process follows without any surgical inter- 
ference. This is brought about by adhesions 
reéstablishing the circulation in the cyst by un- 
twisting of the pedicle and by capillary extension. 
In very advanced cases favorable termination is 
occasionally seen as the result of a partial absorption 
and calcification of the cyst, or complete twisting 
off of the tumor and its attachment to the sur- 
rounding organs. 

Reviewing his own cases, as well as cases collected 
from the literature, the author finds that torsion is 
more frequently right-sided, that it occurs most 
frequently in multipara, and that the most common 
age is between 30 and 4o years. The youngest 
patient was a two-year-old child and the oldest 
Was sixty-seven years old. 

As to symptomatology, it depends on whether the 
torsion comes on suddenly or gradually. In some 


cases the symptoms are so gradual in development 
In most 


that they are completely overlooked. 
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of the cases, however, the symptoms come on 
acutely and many of them give histories of previous 
attacks. The author saw one of his cases in the 
fifth and another in the sixth attack, both feeling 
well between the attacks. The acute attacks 
usually resemble peritonitis. The pains may start 
in the ovarian region, in the epigastrium, in the 
pelvis, or in the general abdominal cavity, and then 
shift to the seat of torsion. Frequently the pain 
radiates from the primary seat to other regions, 
most commonly to the inner side of the thigh. 
The pain in some cases is continuous, with slight 
exacerbations; in others it is short, sharp, and severe, 
reminding one of gall-stone and kidney-stone colic. 
Such cases show pronounced gastro-intestinal dis- 
turbances. Vomiting is met with most commonly 
at the beginning of the attacks. Constipation is 
almost a constant symptom and is sometimes so 
obstinate that a diagnosis of bowel obstruction is 
made. Abdominal distention and tenderness and, 
in bad cases, rigidity are rather frequently met with. 
The temperature and pulse are never very high 
except during the development of complications. 
Urinary symptoms, such as painful, difficult, and 
frequent urination, are found in a considerable per- 
centage of cases, and the author explains it by pres- 
sure on the ureter. Uterine bleeding is sometimes 
complained of, possibly a result of passive congestion 
brought on by pressure on one of the ovarian veins. 
Symptoms of collapse and fainting are not uncom- 
mon and are attributed to intracystic or peritoneal 
bleeding from ruptured vessels of the cyst. The 
fluid in all such cysts is found bloody and in only 
one case of the series was free bloody tluid found in 
the peritoneal cavity. 

The progress of torsion seemingly depends on 
whether or not the obstructed circulation of the 
cyst is reéstablished. If the circulation does not 
reéstablish itself, the necrotic process brings about 
a fatal termination from toxemia. ‘The removal of 
the necrotic cyst usually saves the patient, but they 
may die in spite of the operation from acute nephri- 
tis and sometimes from acute yellow atrophy. 
Such cases have been reported in the literature. 
In cases that do not undergo necrosis a fatal ter- 
mination may be met with from rupture of the cyst 
or from acute injury to neighboring organs, re- 
sulting from their involvement in the twists or 
their necrosis from pressure by the tumor. 

To diagnose cases of gradual torsion is not always 
possible. In acute cases, in which the previous 
presence of the cyst is known, a diagnosis should be 
easy. But when the presence of the cyst is un- 
known to the patient, the diagnosis may be difficult. 
The attempt should be made to decide whether the 
mass is an ovarian tumor, and if this is decided the 
symptomatology of torsion should ordinarily make 
the diagnosis. A history of frequent attacks of 
pain, out of proportion to the low temperature and 
pulse, is a valuable diagnostic point. 

The treatment of torsion is, of course, ovariotomy. 
Pregnancy is not much influenced by the operation. 
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The cases of the author as well as those in the litera- 
ture went to full-term and were delivered of living 
children. In cases of pelvic impaction of a twisted 
cyst the vaginal route, in the author’s opinion, is 
best, and he cites the good result he obtained in one 
of his cases from such a vaginal ovariotomy. 


Stewart, D. H.: That Symptom Leucorrheea. 77. 
Am. Ass. Obst. & Gynec., Buffalo, 1914, Sept. 
By Surg., Gynec. & Obst. 


The vagina has bactericidal powers which act in 
the presence of acidity. The quality sp. gr. and 
antibodies of its flow do not enable it to resist 
putrefaction, but give it a germicidal efficiency more 
than equal to four times its lactic acid content. 

A persistent discharge is often due to lacerations 
and to burns. A caustic may peel off a sheet of 
membrane and include therein a surface infection 
(e. g. gono.), but it also opens the submucous spaces 
to the invasion of tissue melters (e. g. strepto. 
staphylo) which the epithelial layer once excluded. 

Experimentation led to the use of a vulnerary 
in the vagina; i. e., a powder consisting of sod. 
cit. 1, alum 41%, table salt 6, plumb. acetat. o, 
and sugar to 50 parts. This has a high sp. gr. 


nearly 1600 (glycerin 1250), and compels a flow 
from a wound or mucous membrane; which fluid 
separates the powder into Wright’s solution plus 
aluminum acetat. and throws down white lead. 
The results from its use are just what might be 
anticipated when tissues are exposed to a tran- 
quilizing vulnerary, which is also an active germicide. 


Findley, P.: Observations in Obstetrics and Gyne- 
cology in Germany. 7,r. Am. Ass. Obst. & Gynec., 
Buffalo, 1914, Sept. By Surg., Gynec. & Obst. 

The striking features of the Charité clinic of 
gynecology and obstetrics in Berlin are the brilliant 
operating of Franz and the clever cystoscopic work 
of Fromme. 

Franz operates go per cent of all cases of cancer of 
the cervix. His Wertheim operation is a most 
extensive dissection and consumes from 35 to 50 
minutes. The features that facilitate his operative 
work are a wide transverse incision, retractors that 
expose an unusually large field of operation, a spot- 
light which permits of no shadows, exceptional 
support of an able corps of assistants, spinal an- 
wsthesia, and, above all, marvelous dexterity and 
precision in technique. 

Fibroids are largely treated by the X-rays, ex- 
cluding pedunculated submucous fibroids, degen- 
erated fibroirds, fibroids causing severe pressure- 
symptoms, and fibroids extending to the level of the 
umbilicus. Pelvic inflammations are treated by the 
Finsen rays and are seldom operated. The Alex- 
ander-Adams operation and vaginal shortening of 
the round ligaments are the operations of choice in 
retrodisplacements. 

In obstetrics the Strogonof treatment of eclamp- 
sia is adhered to, with the result that in about 200 
cases the maternal mortality has been but slightly 
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reduced and the foetal mortality raised from 17 to 
47 per cent. Versions are proscribed in primipara, 
preference being given to cesarean section or 
craniotomy. 

Pituglandol is used most effectively and is given 
in the vein. Puerperal sepsis is treated with the 
utmost conservatism. 


Harrar, J. A.: Scopolamine-Narcophin Seminar- 
cosisin Labor. Tr. Am. Ass. Obst. & Gynec., But- 
falo, 1914, Sept. By Surg., Gynec. & Obst. 


Instigated by the recent sensational articles in the 
lay press on “painless childbirth,” the writer wished 
to ascertain for his own satisfaction to just what 
extent he could condemn or extol the merits of the 
procedure. The experiment was approached with 
open mind and the technique of Krénig and Gauss 
of the Freiburg clinic followed in all its minutizx. 
It was appreciated that the previous bad results 
reported by the opponents of the measure depended 
chiefly upon three errors: first, a combination of 
scopolamine and morphine had been used not only 
for the initial dose, but for the succeeding doses as 
well; second, unstable and deteriorated preparations 
of the scopolamine had been employed; and, third, 
the erroneous notion had prevailed that the method 
was intended to abolish the sufferings of labor, 
whereas it is intended only to prevent memory of 
the event. 

The technique followed in a hundred primiparwe 
at the New York Lying-in Hospital was as follows: 
The cases were selected. Only women in whom a 
normal progress of labor was expected, and who were 
just beginning their labor, were used. The treat- 
ment was not started until the pains were recurring 
regularly every four to five minutes, and lasting 
thirty to forty-five seconds, as determined by laying 
the hand on the fundus and noting its contractions. 
The first injection consisted of 0.00045 scopolamine 
hydrobromide and 0.03 narcophin. Narcophin is a 
preparation of narcotine-morphine meconate and is 
claimed not to be as toxic as morphine. It is im- 
portant to secure a stable and standardized prepara- 
tion of scopolamine. Three-quarters of an hour 
after the first injection a second injection of 0.00045 
scopolamine hydrobromide alone was given. The 
further dosage varied for each patient and depended 
entirely upon repeated tests of memory. Some wo 
men required much less than others. Half an hour 
after the second dose the woman was asked whether 
she had had an injection, how many, and where. 
or if she remembered a watch, or some simple objec 
that was shown her at the time of the second injec- 
tion. A note was made of her answer. Twice more 
at half hour intervals the memory was tested again. 
If the memory was still retained, a third dose o! 
0.0003 scopolamine was given. The third dose thus 
usually came about an hour and a half after the 
second. Further injections were given, depending 
upon whether the memory was retained, dubious, or 
lost. Abolition of memory was the result desired. 
Frequent observations of the uterine contractions. 
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and the maternal and foetal heart rate, were also 
noted and recorded upon a suitable chart. 

As the object was to reduce sensory impressions as 
much as possible, the patient was kept in a dimly 
lighted room and all loud noises were avoided. 
A small quantity of ether was used as the head 
escaped over the perineum. The patient’s face was 
kept covered at the time of actual birth, and her 
ears were occluded. 

In 100 primipare complete amnesia was secured 
in 66 women; partial amnesia, hazy recollection with 
distinct alleviation of the woman’s suffering, in 10. 
Of the remaining 24, 20 did not respond to the drug 
at all and 4 were too far advanced in the second 
stage to derive any benefit. It was impossible to 
get the patient under the influence of the drug after 
the onset of bearing-down pains. 

In the majority of the failures the maternal pulse 
did not go above 100. Ina majority of the success- 
ful cases the pulse rate ranged between 100 and 130. 
There were two stillbirths and one child died in 
the first twenty-four hours. One stillbirth was 
due to forceps extraction, with delay at the outlet 
for three hours with good pains, and the other to a 
short cord tightly wound around the neck. There 
were thirty-six lacerated perineums. Moderate 
post-partum hemorrhage occurred eight times and 
severe hemorrhage twice, controlled, however, with- 
out packing. Foetal asphyxia occurred twice, re- 
quiring artificial respiration. Both babies survived. 
Delayed respiration occurred eight times. 

These figures are compared with those of an 
additional hundred consecutive labors of primipare 
delivered without the use of scopolamine, in which 
there was one stillbirth and two deaths of babies 
within the first twenty-four hours, forty-seven 
lacerated perineums, moderate hemorrhage thirteen 
times, and severe hemorrhage twice requiring pack- 
ing; foetal asphyxia. requiring tubes and artificial 
respiration, occurred twice, and delayed respiration 
seven times. 

The general effect upon the course of labor seemed 
to be a more rapid dilatation of the cervix than usual, 
with a delay at the outlet, and especially at the 
perineum. There was no prolongation of labor as 
compared with the hundred untreated primipare. 
Pituitrin was used with signal success to overcome 
this terminal inertia and to avoid the use of forceps. 

From this limited experience the writer feels 
encouraged to continue the trial of the method. 
It seems fair to believe that in this is a valuable 
method of abolishing the woman’s recollection of 
the ordeal of labor in from 60 to 70 per cent of cases. 
By conscientious, strict adherence to the technique, 
the possible dangers should be foreseen and avoided. 


Rongy, A. J., and Arluck, S. S.: The Use of Scopola- 
mine Hydrobromide-Narcophin in Labor. 77. 
Am. Ass. Obst. & Gynec., Buffalo, 1914, Sept. 

By Surg., Gynec. & Obst, 


In this paper the authors review the use of 
scopolamine with or without an opiate in obstetrics 
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since Steinbuchel’s first experience in 1902. In their 
own work the method employed by Krénig and 
Gauss was followed accurately. After the patient 
was put to bed in a dimly lighted room, definite signs 
of labor being present, she was given 0.00045 gm. 
(1/160 gr.) scopolamine hydrobromide intramus- 
cularly. This was preceded by a hypodermatic 
injection of narcophin, gr. 12. The effects were 
carefully observed with respect to pulse, respira- 
tion, pupillary reaction, foetal heart, and frequency 
and intensity of uterine contractions. Scopolamine 
was given again, same dose, one hour later, and 
memory tests were employed after another half hour. 
The repetition of injections was gauged by the 
degree of amnesia present, the average normal case 
requiring from five to seven injections. At the 
completion of the first stage, with the presenting 
part of the perineum, an injection of pituitrin was 
administered. As soon as the child was born the 
cord was quickly ligated and the infant removed to 
another room. 

The writers’ experience with this form of treat- 
ment consists of a series of 125 consecutive cases. 
Of these, 104, 83.2 per cent, showed complete 
amnesia with analgesia; 9, 7.2 per cent, showed 
analgesia without amnesia; and in 12, 9.6 per cent, 
the treatment failed to produce the desired effects. 
Narcophin was used in preference to morphine since 
it seemed to have the same sedative action as 
morphine without the depressant effect on the 
respiratory center. 

In this series 102 babies, 81.6 per cent, cried 
spontaneously; 19, 15.2 per cent, showed varying 
degrees of oligopnoea; 4, 3.2 per cent, were asphyxi- 
ated. The total infant mortality was three deaths, 
2.4 per cent. 

Labor was terminated artificially in 15 cases, 
12 per cent, there being two breech presentations 
and 13 forceps extractions. Ether was the anes- 
thetic used where artificial delivery was performed. 

The authors have formulated their conclusions as 
follows: 

1. Standard solutions are absolutely essential for 
the success of this treatment. 

2. No routine method of treatment should be 
adopted. Each patient should be individualized. 

3. Facilities should be such that the patient is not 
unduly disturbed. 

4. A nurse or physician must be in constant 
attendance. 

5. This form of treatment is carried out in hos- 
pitals, although there is no reason why it cannot be 
accomplished in well-regulated private homes. 

6. It does not affect the first stage of labor, but 
the second stage is somewhat prolonged. 

7. Pain is markedly diminished in all cases, while 
amnesia is present in the greatest number of 
patients. 

8. This treatment does not in any way interfere 
with any other therapeutic measures which may be 
deemed necessary for the termination of labor. 

g. Foetal heart sounds must be carefully watched; 
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sudden slowing calls for immediate delivery when 
possible or the discontinuance of the treatment. 

1o. Oligopnoea was present in 15.2 per cent of 
cases. However, normal respiration was very soon 
established and no ill effects were observed. 

11. No change in the course of the puerperium 
was observed and convalescence progressed very 
smoothly in the entire series. 

Finally, judging from their observations and 
experience, the authors feel that this method of 
treatment should be given a fair trial. It is only a 
varied experience by competent men that will tend 
to settle this extremely interesting subject. It is 
the duty of the medical profession to set the public 
aright on this most important question. The au- 
thors believe that this method of treatment robs the 
woman of the agonies of pain accompanying labor 
and in addition instills within her a feeling of con- 
fidence which materially aids her to pass through 
this trying ordeal. The subject must be considered 
both from the medical and the humane aspect. 
If pain can be relieved, it is every physician’s duty 
to do so, and no effort should be spared to accom- 
plish that end. The comparative safety with which 
this drug may be used in competent hands justifies 
every obstetrician to give this form of treat- 
ment a fair test and convince himself as to its merits. 

To condemn or advocate a given therapeutic 
measure without a thorough personal investigation 
is truly unscientific and not in accordance with the 
tenets of progressive American medicine. 

CaREY CULBERTSON. 


Baldwin, J. F.: Treatment of Puerperal Thrombo- 
phlebitis. Tr. Am. Ass. Obst. & Gynec., Buffalo, 
1914, Sept. By Surg., Gynec. & Obst. 


After referring to previous papers by Williams, of 
Baltimore, reporting 5 personal cases with one death, 
and Jellett, of Dublin, reporting 5 cases with two 
deaths, the author reported 4 cases with one death. 
The object of the report was to describe the tech- 
nique, which differed from that previously employed 
by surgeons. Williams advised ligation of the veins 
only, while Jellett resected the involved veins. 
The author recommended, instead, hysterectomy 
with ligation of the arteries only, the veins being 
left wide open for drainage into a gauze fluff, which 
filled the pelvis and was brought out through the 
vagina, the sigmoid being sutured all around to 
the pelvis, so as to completely isolate the peritoneal 
cavity. This gives the fullest drainage, with the 
least trauma, and removes the source of infection. 
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Furniss, H. D.: Renal Damage from Calculi. 
Tr. Am. Ass. Obst. & Gynec., Buffalo, 1914, Sept. 
By Surg., Gynec. & Obst. 


The paper consisted of the detail reports of 32 
cases of renal and ureteral calculi, illustrated by 7 
tables, 1 analytical chart, and 5 plates, with 29 
illustrations made from radiographs. The conclu- 
sions, which are briefly abstracted, are: 

1. Lithiasis is essentially a chronic disease, the 
average duration of symptoms in the author’s cases 
being four and a half years. 

2. In approximately 50 per cent of the cases more 
than one stone was present, yet in only two cases 
were stones found on both sides. 

3. Stones situated in the calices, in the absence of 
infection or hemorrhage, do little damage unless 
they are multiple or large, when pressure atrophy 
occurs. 

4. Stones in the pelvis of the kidney or the ureter 
cause much pain and retention from blockage of 
the ureter. Infection soon takes place and serious 
renal damage ensues. Ureteral calculi that are small 
and smooth do not become impacted and are soon 
passed, causing little kidney damage. Stricture of 
the ureter frequently follows removal of ureteral 
— that have become embedded in the ureteral 
wall. 

5. Infection and obstruction are the factors that 
cause the greatest damage. In 17 cases, where the 
function of the involved kidney was estimated, in 
only 2 was it normal; in 4 there was moderate loss 
of function, in 3 great, and in 8 complete. 

6. In the 30 cases: in g there was pyelitis and 
pyelonephritis, in 5 hydronephrosis, and in 5 in- 
fected hydronephrosis. 

7. Where there is great loss of function and in- 
fection, the other kidney being free of infection and 
competent, nephrectomy is the operation of choice. 

8. In ureteral calculi with complete loss of kidney 
function, nephrectomy and ureterectomy to a point 
below the stone are recommended. 

9. Radiography, first and always, is recom- 
mended and the promiscuous use of the ureteral 
catheter condemned, as it invites infection and is 
seldom necessary. Occasionally the use of the X- 
ray catheter, to demonstrate the position of a sus- 
picious shadow, or the wax-tipped catheter is ad- 
visable where radiograph fails. 

10. The relative renal functions are best deter- 
mined by the observation, through an examining 
cystoscope, of the elimination of indigo-carmin 
after intravenous injection. 


BIBLIOGRAPHY OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


Note.— The bold face figures in brackets at the right of a reference indicate the page of this issue on which an 


abstract of the article referred to may be found. 


Operative Surgery and Technique 
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